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The Treatment of Gynecological Disorders 
with the 


TWO DISTINCT HORMONES 


Isolated from the Corpus Luteum 


HE opotherapeutic treatment of gynecological disorders was 
notably advanced by the investigations of Seitz, Wintz and Finger- 
huth, who succeeded, by means of a special process, in isolating from 
the corpus.luteum two distinct hormones with physiologically different 


actions. 


That one gland is capable of producing two physiologically different 


hormones seems at first difficult of explanation. 


The observations of 


Seitz, Wintz and Fingerhuth, however, show that the production of the 
two hormones takes place at different periods which correspond with 
certain morphological alterations in the ovary which this structure 


undergoes during the menstrual cycle. 


place at two distinct stages. 


AGOMENSIN, “CIBA” 


_ The hormone isolated from the corpus 
luteum in the early stage of its develop- 
ment. Promotes menstruation, stimu- 
lates the genital system and its func- 


tions. 
INDICATIONS 


Functional amenorrhea, natural or 
artificial menopause, sterility and hypo- 
plasia of the genital organs. 


DOSAGE 


| to 3 tablets 3 timesa day. In cases 
of amenorrhea the effect of the treat- 
ment, i. e., the return of the menstrual 
flow, does not as a rule manifest itself 
until after a fortnight; consequently it 
is necessary to continue the Agomensin, 
“Ciba” treatment for a sufficiently long 
period especially in cases of hypoplasia. 


mensin, “Ciba” is issued in 
ori packages containing 20 tablets 
of 44 grain each. 


These structural changes take 


SISTOMENSIN, “CIBA” 


The hormone isolated from the corpus 
luteum ‘in the stage of full development. 
Holds menstruation within normal 
physiological limits. 


INDICATIONS 


Menorrhagia (without organic etiol- 
y), functional dysmenorrhea, hemor- 
rhages of puberty and menopause. 


DOSAGE 


1 to Z tablets 3 times'a day. In cases 
of profuse menstruation it is advisable 
to start treatment as soon as possible— 
2 or 3 days before the onset of menstrua- 
tion. Jf menorrhagia is a marked and 
distressing feature the maximum dose 
should be given for 3 or 4 days. 


Sistomensin, “Cite”, is issued in 
original containing tabiets 


Ciba Company 


PHARMACEUTICAL BRANCH 


142 WASHINGTON STREET 
NEW YORK CITY 
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Original Communications 


HYPERPLASIA OF THE ENDOMETRIUM—A CLINICAL AND 
PATHOLOGICAL STUDY* 


By Emm. Novak, M.D., Battrmore, Mp., aNp Kart H. Marrzuorr, M.D., 
PORTLAND, ORE. 


From the Gynecological Department of Johns Hopkins Medical School. 


N TWO previous publications one of us (Novak)*? has emphasized 

the frequency and the great importance of hyperplasia of the 
endometrium, especially in its relation to so-called functional uterine 
hemorrhage. The term hyperplasia is often used loosely as applying 
to various hypertrophic and hyperplastic conditions of the endome- 
trium. Its employment, however, should be restricted to the distinct 
clinical and histological entity described by Cullen in 1900, and on 
various occasions since then. This lesion is without doubt one of the 
most interesting and most important of all endometrial conditions, 
and it is therefore surprising that the gynecologists of America at 
least have been so slow to appreciate its significance. Even now there 
are only a few clinics and laboratories where this disease of the endo- 
metrium is properly evaluated, while in many it appears to be over- 
looked altogether. The German school has been far more active in 
the investigation of this affection, and their literature of recent years 
contains many papers dealing with various aspects of the problem. 

We have, in our own work, been more and more impressed with 
the importance of this entity, the thorough elucidation of which is 
sure to throw much light upon the whole problem of the fundamental 


*Read at the Forty-ninth Annual Meeting of the American Gynecological Society, 
Hot Springs, Va., May 15-17, 1924. This paper, here abbreviated, will appear in full 
in the authors’ reprints and in the Transactions of the Society for 1924. This accounts 
for seeming discrepancies in table numbers. 


Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications. ’’ 
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mechanism of menstruation. In view of Dr. Cullen’s pioneer work* 
in the study of hyperplasia, (vide infra) it would seem especially 
fitting that a complete review of this question should be undertaken 
in the elinie of which he is the head. In the previous publications 
from this department, to which reference has been made above, the 
subject was treated along very general lines. Aceurate data, how- 
ever, can come only from the analytical study of a large number of 
eases. We have, therefore, gone over the material in the Laboratory 
of Gynecological Pathology of Johns Hopkins Hospital for the past 
five years. During this period a large number of specimens of hyper- 
plasia have been studied. Many of these, however, are from material 
which had been sent into the laboratory from outside sources, and in 
these complete histories were usually lacking. It seemed wise, there- 
fore, to limit the analysis to those cases treated in the Johns Hopkins 
Hospital itself, for in all of these, complete data were available. The 
many outside cases, however, have been of great value in this study, 
in that many of them have illustrated various aspects of the general 
problem, and have thus furnished a more expansive background for 
the study. The total number of eases studied is certainly at least 
double the number actually included in the analysis. 

In all, 66 cases of hyperplasia, operated on in the gynecological 
department of Johns Hopkins Hospital, are available for study. In 
32 of these cases hysterectomy had been performed, so that the entire 
uterus was available for study. In the remaining cases, 34 in num- 
ber, only curettage was performed, so that only the serapings are 
available. Of the 32 hysterectomy cases, it should be emphasized that. 
with nine exceptions, the operation was performed for associated 
lesions such as myoma or inflammatory disease. This point should be 
borne in mind throughout our paper, viz., that the study takes as its 
point of departure the histologically demonstrated specimens of hyper- 
plasia, whether these were the cause of the clinical symptoms or 
whether they were merely incidental. In other words, the analysis is 
not based only upon cases of hyperplasia operated upon for the exces- 
sive bleeding which we have come to look upon as characteristic of 
the condition. This is an important distinction to make. Our plan, 
we felt, would give us a broader viewpoint. For example, the study 
would include cases of hyperplasia which possibly are not associated 
with bleeding. Furthermore, we decided not to exclude eases with 
associated lesions, as our previous investigations had led us to con- 
clude that the endometrial condition was probably secondary to some 
ovarian secretory disorder, and that this might be either functional 
or, on the other hand, that it might be associated with some definite 
pelvie lesion. We were anxious, therefore, to include both types in 
our study, and we may anticipate by saying that the elinieal and 
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pathological characteristics of hyperplasia were the same, regardless 
of whether or not it was associated with demonstrable pelvic disease. 

Of the 32 uteri removed, there were nine, as already stated, which 
showed no other change than the hyperplasia. The other 23 con- 
tained myomata or adenomyomata which, as a rule, were small and 
of merely laboratory importance. In 11 of the cases the growths were 
intramural, in four submucous, and in one subserous. Adenomyoma 
alone was present in three cases, and in the remaining five adeno- 
myoma was combined with myoma. 

The tubes were deseribed as normal (cither in the laboratory, or 
when not removed, in the operating room) in 15 cases. Chronie sal- 
pingitis was present in 13 cases, and subacute salpingitis in three. 


GENERAL CHARACTERISTICS OF HYPERPLASIA 


The study of hyperplasia of the endometrium is inseparably bound 
up with that of the so-called functional type of uterine hemorrhage. 
Unlike amenorrhea, excessive menstruation is usually of local rather 
than constitutional origin. There is an important group of cases, how- 
ever, in which hemorrhage occurs in the entire absence of any gross 
pelvie disease. Perhaps most characteristically is this noted at the 
two extremes of menstrual life, puberty and the climacterium. The 
endometrium in such cases almost invariably presents the typical pic- 
ture of hyperplasia. Indeed, exceptions to this rule are so rare that, 
if hyperplasia be not found in such a ease, one is inelined to suspect 
the existence, even though it may not be demonstrable, of some latent 
anatomie lesion, such as a submucous myoma. 

The histological characteristics of hyperplasia are extremely dis- 
tinetive. The endometrium is often, though not invariably, much 
thickened. In some cases it is enormously overgrown and polypoid 
(Fig. 1), so that eurettage might readily lead to the suspicion of 
malignaney. In other cases, again, the endometrium may be smooth 
and of normal thickness. The microscopic picture is, in the outspoken 
case, very distinctive, so that the diagnosis may be made at a glanee. 
Both epithelial and stromal elements are hyperplastic. The hyper- 
plasia of the epithelium is perhaps chiefly responsible for the charac- 
teristic gland pattern which, more than any other one feature, strikes 
the diagnostic eye. The glands lack the uniformity so characteristic 
of the endometrium in any one of its menstrual phases. We are 
accustomed to speak of the endometrium as presenting a ‘‘swiss 
cheese’? pattern in these eases. Large dilated glands are found side 
by side with glands which are small, narrow and nontortuous. The 
dilated glands stggest somewhat the appearance of retention cysts, 
exeept that in most of them the epithelium, instead of being flattened 


out and atrophie, is well preserved. Tt may even show .some slight 
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thickening. This same thickening is often noted in the undilated 
glands and on the surface. The nuclei are commonly quite heavy 
and more solid-looking than in the normal endometrium. Not infre- 
quently there may be in places a double row of epithelial cells. The 
stroma is characterized by its abundance. In the typical case it is 
dense and compact. Mitoses are frequently seen in the stromal cells, 
far more frequently than in the nonhyperplastic endometrium. In 
some cases, as we shall discuss later, the epithelial and glandular 
changes predominate, in others the stromal participation is most 
striking. 
CLINICAL CHARACTERISTICS 


Age of Occurrence.—In a general way it may be stated that hyper- 
plasia may occur at any period of reproductive life. We have noted 
it at as early an age as twelve and at as late an age as fifty-four. In 
the series of 66 cases now under analysis the extremes are nineteen 
and fifty-four years. It must, however, be emphasized that these fig- 
ures apply to the ages of the patients when they entered the hospital 
for treatment and not to the age at the time of onset of abnormal 
symptoms. The latter figures are of course easily arrived at from 
a study of the clinical histories. To show the discrepancies between 
the two sets of figures, we might cite one case in which the patient 
was forty-three years of age at the time of admission to the hospital. 
The history of abnormal bleeding, however, extended back for at 
least fifteen years before admission, so that, presumably at any rate, 
the hyperplasia had its inception at the age of about twenty-eight. 
In the same way the patient already alluded to as the youngest in the 
series was nineteen when she came under observation, but her ailment 
had followed an influenzal infection three years previously, and about 
four years after the establishment of the menstrual function. 

Table I illustrates graphically the distribution of patients at differ- 
ent age periods, as they presented themselves on admission. 

Practically the same information is embodied in Table II, except 
that it is here compared with the age incidence as regards the actual 
onset of symptoms. The two sets of figures, it will be noted, are in a 
general way parallel. 

Relative Frequency of Menorrhagia and Metrorrhagia.—On this point 
our study has given results somewhat different from what we had 
expected. Here again one must emphasize the difficulty of securing 
accurate data, for it is often hard to draw a line between menor- 
rhagia and metrorrhagia. The latter is often more apparent than 
real, the individual periods being so much prolonged that one merges 
into another, giving rise to a continuous bleeding. In other eases, 
where there is only a slight intermenstrual bleeding, well removed 
from the periods, the distinction is easier to make. Menorrhagia was 
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TABLE I 


AGES IN YEARS (INCLUSIVE ) 
| 15-19 20-24 | 25-29 30-34 | 35- 


40-44 | 45-49 | 50-54 


Number of 


patients 4.5% | 94% 115.1% 16.69% 30, 7% 


TABLE II 


AGES IN YEARS "(INCLUSIVE) 
15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 


Number of patients and age 


on admission 4.5%| 94%| 7.5%) 16.6%|15.1% | 16.6% aris 
Number of patients and age| 3 8 6 "| 10 | 12 | 14 9 
when present illness began) 45%|12.1%] 9.4%/15.1%| 18.1%} 21.2% 13. 6% 


noted in 35 of the cases. In 5 of these, however, there was also a 
greater or less amount of intermenstrual bleeding. The manner in 
which menorrhagia may gradually merge into metrorrhagia is illus- 
trated by a patient who gave a history of menorrhagia with prolonga- 
tion of the intermenstrual intervals, for at least eighteen months. 
There then occurred a period of constant bleeding lasting two months, 
and continuing up to the time of admission to the hospital. The inter- 
val in 26 of the menorrhagia cases was practically normal, in one it 
was prolonged, in 8 it was totally irregular. 


Metrorrhagia, there being practically no interruption to the bleed- 
ing, occurred in 24 patients. Reference to Table IV gives one an 
idea of the long duration of the bleeding in some of these eases. 

There were 2 eases in which metrorrhagia occurred in women be- 
yond the menopause. In one instance the patient, who is said to have 
had the menopause five years previously, began to bleed, and this 
symptom persisted for six weeks, until she came into the hospital. 
The other case was that of a woman in the second year after the 
menopause. There had been continuous bleeding for four weeks pre- 
ceeding her entrance to the hospital. Operation revealed a normal 
uterus, except for the hyperplasia. We can offer only a theoretical 


TABLE IV 


SHOWING THE DURATION OF THE MENSTRUAL PERIOD OR BLEEDING ATTACK IN 55 
PATIENTS FOLLOWING THE ONSET OF THE SYMPTOMS OF HYPERPLASIA 


Duration of “Me nses 


or of 
sleeding Attack 7 days Sdays 10 days 2wks. 3wks. 4wks. 5 wks. 
Number of Patients 1 6 1 12 5 2 
Percentage 1.8% 10.9% 1.8% 21.8% 9.-% 3.6% 7.2% 
Duration of Menses 
or of 
Bleeding Attack 6wks. 2mos. 3 mos. 4 mos, 6 mos. 1 yr. 2 yr. 
Number of Patients 5 9 1 2 1 4 


Percentage 9.-% 16.3% 1.8% 3.6% 1.8% 7.2% 6% 
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explanation of the bleeding in eases of this type. They are apparently 
analogous to those in which pregnancy occurs after the cessation of 
the menstrual function. The explanation commonly given for the 
latter group is that ovulation has continued even though menstruation 
has ceased, the amenorrhea being due to an inhibition of the menstrual 
phenomenon by some unknown factor. We are frank to say, how- 
ever, that this explanation seems far less plausible in the patient who 
has passed the menopause several years previously than in the one 
where only a few months have elapsed. Cases of this type, however, 
are very infrequent. 


PATHOLOGY 
Gross Characteristics of Uterus—The length of the uterine cavity 
was measured in 38 instances. In the ease of uteri removed at opera- 
tion this measurement was of course made in the laboratory; in the 


TABLE VI 
SHOWING FOR THE 5S CASES THE LENGTIL OF THE UTERINE CAVITY AND NUMBER OF 
CASES COMING UNDER EACH MEASUREMENT 
LENGTIL IN CENTIMETERS 


5 em. em. 6 em. em.| 7 em. |7.5 em.; 8 em. em. | 9 em. 


Number 


of ecases| 2 1 7 5 2 i 4 


cases which were curetted, the uterine depth was measured at opera- 
tion by means of a uterine sound. The results in these 38 eases are 
shown in Table VI. It will be seen that in practically none of these 
has there been any increase in the size of the uterine cavity, even 
though many of them, as we have stated, showed small myomata or 
adenomyomata. The myometrium in general has shown no demon- 
strable change, except as would be expected in association with myom- 
atous or adenomyomatous tumors, when these have been present. 
The average thickness of the myometrium has been about 2.5 em. 

The Endometrium.—(a) Topography. Of 29 eases of hyperplasia 
in which the uterus was available for gross study the endometrium 
was smooth in 19 and of polypoid character in 10. Of the 19 cases 
with smooth endometrium, the latter was thin (1 to 2 mm.) in 4 speci- 
mens, of moderate thickness (3 to 4 mm.) in 6, and thick (5 to 8 mm.) 
in 6 others. In 3 of this group the thickness of the endometrium was 
not determined. 

Of the 10 specimens with macroscopically polypoid endometrium, 
the latter was described as thick ( 5 to 10 mm.) in 6, thin in 2, and in 
2 the thickness was not determined. 


(b) Amount of tissue obtained by curettage. In 25 of the euretted 


cases notes were made as to the quantity of material removed. The 


deductions to be made from these notes are of course not to be econ- 
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sidered in a mathematical way. The descriptive terms used are open 
to the criticism that the subjective factor is not eliminated. Never- 
theless, we believe that they indicate quite fairly the usual findings 
in hyperplasia cases. In 7 cases the amount of tissue was deseribed 
as ‘‘very abundant,’’ in 4 as ‘fsomewhat more than normal,’’ in 5 as 
‘‘moderate,’’ and in 9 as ‘‘seanty.”’ 

It might be added that, generally speaking, the age of the patients 
showed no relation to either the topography of the endometrium or 
the amount of tissue obtained on curetting. Patients at the age of 
the menopause, and especially the few beyond 50, practically always 
showed a thin and seanty endometrium. 

These results were not altogether expected by us, especially in that 
they demonstrated the frequency with which hyperplasia is found in 
endometriums which show little or no thickening. In his early work 
on the subject Cullen called attention to the fact that at times, even 
in very young girls, the amount of tissue obtained may be so enor- 
mous that it at onee suggests carcinoma. When this great over- 
erowth of endometrium occurs at the menopausal age, the suggestion 
of malignancy is of course even greater (Fig. 1). Many a uterus has 
thus been removed under an erroneous diagnosis of eaneer. This is 
one of the most practical aspects of the whole problem of hyper- 
plasia, as we shall emphasize later. 

Cullen speaks of a ease in which the curettings filled a whole curet- 
ting bottle (1 ounce) and we have likewise observed a number of 
these very striking eases. On the other hand, our study shows that 
in the largest number of cases the endometrium is not strikingly in- 
creased in amount, even though the histological picture is perfeetly 
distinetive of hyperplasia. 

It is difficult to explain these individual variations in the gross thick- 
ness of the endometrium in eases which clinically present the same 
characteristics. The assumption would be that the duration of the 
process is the most important influencing factor in this regard, and 
that the eases of extreme endometrial overgrowth are those of long- 
est duration. This idea, however, is not always borne out by the his- 
tory. We have seen an enormous quantity of tissue obtained on 
euretting in a child of twelve who had bled for enly three months. 
On the other hand many of the patients with thin endometriums had 
had bleeding for very much longer periods. We can suggest no ex- 
planation for these differences. 

In the cases with thin uterine mucous membrane, the term hyper- 
plasia in its usually accepted sense would seem to be something of a 
misnomer. And yet the histological features of such cases are ex- 
actly like those in eases associated with very abundant endometrium. 
Furthermore, the clinical characteristics are also identical. 
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(c) Gland changes. Without question the most distinctive histo- 
logical feature of hyperplasia is the characteristic gland pattern. 
(Figs. 2 and 3.) Small glands of the postmenstrual or early interval 
type are found side by side with large dilated glands resembling 
small cysts. In some of these the epithelium is well preserved and 
may even show slight thickening. In others it is much lower and per- 
haps even flat. So constant are these gland changes that one would 
hesitate to diagnose hyperplasia in their absence. In the full-blown 
ease they are so striking that a glance through the microscope gives 


Fig. 1.—Gross appearance of interior of uterus with marked hyperplasia. Such 
a polypoid overgrowth is not by any means constant, and in many cases the mucosa 
shows little or no gross change. <A condition like that illustrated has commonly 
been designated polypoid endometritis, but this term is a misnomer, as there is no 
evidence of inflammation. Note the sharp limitations of the condition to the en- 
dometrium proper, and the noninvolvement of the cervix. It is easy to see how 
curettage in such a case may lead to the suspicion of malignancy. 


one the diagnosis instantly. Every one of our 66 cases showed these 
gland changes, but in varying degree. 

To appreciate the significance of these gland changes one must bear 
in mind the fact that the endometrium consists of several rather def- 
inite layers. The superficial compact layer exhibits chiefly the necks 
of the glands, with abundant stroma in between. In the deeper 
spongy portion, the gland lumina are more thickly placed, and there 
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Fig. 3.—Hyperplasia in a woman of 43, with history of bleeding for eight months. 
The same “Swiss cheese” pattern is seen as in Fig. 2. 


Fig. 2.—Typical hyperplasia in a girl of 19, who had had menorrhagia for two years. 
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Fig. 4.—Moderate hyperplasia. Some of glands showing definite premenstrual 
hypertrophy with secretory activity. This patient later returned for hysterectomy 
at which time definite hyperplasia was found (see Fig. 5). 


Fig. 5.—Hyperplasia on surface endometrium of adenomyomatous uterus. Curet- 
e of this patient some months earlier had yielded endometrium shown in Fig. 4. 
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is less stroma. In the premenstrual epoch there is of course marked 
hypertrophy and tortuosity of these glands, so that the spongy char- 
acter of this layer is more apparent. Finally, there is a third zone at 
the very bottom of the endometrium. This, designated as the basal 
layer, is of dense compact structure, with glands always of the qui- 
escent type, even in the premenstruum. In other words, this layer 
seems not to take part in the menstrual cycle. Its histological distinet- 
ness is shown in Fig. 7, where the basalis is sharply marked off from 
the other strata. 

From our present standpoint it is of interest to note that large 
dilated glands, not unlike those seen in hyperplasia, appear to be a 
not infrequent normal finding in the basal layer. They may even push 
up into the spongy layer. When they are at all large or numerous, 
however, the diagnosis of hyperplasia may be made, especially when 
they involve all the layers, as they do in marked cases. We have been 
much interested in trying to learn the nature of this change. If the 
gland overgrowth is due, as has been suggested by some, to a marked 
proliferation of the epithelial elements, why should some of the glands 
so far outstrip their neighbors? Many of the glands, it will be re- 
called, are very narrow and collapsed, while others may show enor- 
mously enlarged lumina. Furthermore, many of the large glands show 
very little evidence of such active epithelial overgrowth as must be 
assumed to explain their large size. 

Another explanation which suggests itself is that the enlargement 
is in the nature of retention cyst formation, analogous to the forma- 
tion of retention cysts in the cervical glands. Against this the argu- 
ment is offered that frequently, even in the case of very much en- 
larged glands, the epithelium is quite intact and that it shows no 
evidenee of the flattening and pressure atrophy so characteristic of 
retention cysts. Furthermore, in a process in which inflammation 
appears to play little or no part, it is not easy to coneeive of a block- 
age of the gland lumina, with cyst formation. 

The fact that glands similar to the large glands of hyperplasia are 
at times seen in the basal stratum of the normal endometrium sug- 
gests that possibly the hyperplasia picture, with its large glands, per- 
haps immediately under the surface and throughout the endometrial 
thickness, may be the result of a loss of differentiation of the endo- 
metrial layers. The normal endometrium is made up of the three 
layers already deseribed, all well differentiated from one another. 
Especially sharp is the differentiation between the basal layer and the 
other two. This basal layer takes no part in the menstrual cycle. Its 
stroma is dense and compact and its glands are commonly of the 
interval or quiescent type. Not infrequently they are dilated (Fig. 7). 
In short, the histology of this basal layer is almost identical with that 


396 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Fig. 6.—Marked epithelial thickening in some of the deeper glands in a case of 
hyperplasia. This, is some cases, is very marked, in others absent altogether. 


Fig. 7.—Note the histologic distinctness of the basal layer, more sharply marked 
in this case because of the edema of the upper layers. Observe also the hyperplasia- 
like pattern of the basalis. 
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of a hyperplastic endometrium. The hypothesis which suggests itself, 
therefore, is that in cases of hyperplasia the endometrium is made up 
practically altogether of an enormously overgrown basalis and that 
the two functional layers of the endometrium are absent. This, as 
we shall see, cheeks up well with most of the known facts concerning 
the etiology of hyperplasia. 

Dilated glands were found in every one of our 66 cases of hyper- 
plasia, though in varying degree. In 17 specimens this glandular dila- 
tation was extreme and involved the entire thickness of the endome- 
trium. In 31 it was of moderate degree. In 29 of this moderate de- 
gree group the gland change was distributed throughout the entire 
endometrium and in the other two it was confined to the more super- 
ficial zones. Finally, in a third group of 17 cases, diagnosed hyper- 
plasia, there were only occasional dilated glands to be seen, usually 
distributed uniformly throughout the endometrium, but in a few cases 
confined to one or other of the layers. In one case they were limited 
to the deeper layer alone, but the patient, a woman of 26, suffered 
with profuse menorrhagia. This case illustrates the fact that the de- 
sree of gland change noted is not by any means to be taken as a 
criterion of the clinical history of the case. 

(d) Stromal Changes.—In general, the stroma in eases of hyper- 
plasia is excessive in amount. In some this increase is very pronounced, 
so that broad expanses of stroma are observed with only occasional 
gland lumina. More frequently, the increase is of moderate degree, 
though definite enough. Most often the stroma, in addition to its over- 
abundanee, is dense and compact. It must be remembered, however, 
that, in curettings at least, the occurrence of edema or hemorrhages in 
the endometrium may give the stroma a somewhat lighter texture. 

Mitoses are usually to be found in the stroma (Fig. 8). This was 
true in fully 50 of our 66 specimens (75.7 per cent). The finding of 
mitoses depends in part, of course, upon the technie employed, and 
especially upon the length of time between the removal of the specimen 
and its fixation. With regard to their significance not much of a 
definite nature can. be stated. In general they are of course indicative 
of proliferative activity in the stroma, where mitoses are so infrequent 
under normal conditions. They do, however, occur in endometriums 
which are certainly not hyperplastic in the pathologic sense, and on 
the other hand, they are rarely abundant even in cases of definite 
hyperplasia. Furthermore, they are not necessarily most frequent in 
the specimens in which the stroma is most abundant. For example, 
there were 7 specimens in which the stromal increase was rather de- 
batable. Four of these showed stromal mitoses and 3 did not. 


We have been much interested in a group of cases in which there 
was an extreme overabundance of stroma, with usually mitoses, but 
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Fig. 8.—Mitotic figures in stroma of hyperplastic endometrium. Two are seen in this 
field, one in focus near center, the second, not in focus, near lower left corner. 


Fig. 9.—Stromal type of hyperplasia, with great overgrowth of stroma and little 
epithelial or glandular change. 
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without glandular changes of hyperplasia (Fig. 9). In this group, 
which we have not felt justified in including in the present series, it 
nevertheless seemed to us that pretty much the same process was con- 
cerned. In other words, it seems that the hyperplasia, which usually 
affects both epithelial and stromal elements, may involve one of these 
clements far more than the other. In the few cases of this stromal 
type of hyperplasia, as we might perhaps eall it, which we have 
studied, the history has often been suggestive of hyperplasia. In one 
case, for instance (Gyn. Path., No. 26235) there was an enormous over- 
erowth of stroma, with rather numerous mitoses. Only one slightly 
dilated gland was seen in the entire section. This patient, who was 
34 years of age, had had menorrhagia for ten years. In another case, 
(Gyn. Path., No. 25059) somewhat less marked histologically, there 
had been menorrhagia for three months. 

The assumption that a stromal type of hyperplasia exists is not un- 
reasonable when one bears in mind the possibilities with adenomyoma, 
as exemplified in the ease reported from this clinic by Casler™? some 
years ago. The growth in this case was made up entirely of endo- 
metrial stroma cells, with a complete absence of gland elements. 

Hyperplasia in Uterine Polypi—As was mentioned early in this 
paper, the endometrium in eases of hyperplasia is often distinctly 
polypoid. In this section, however, we have reference to the relation 
existing between hyperplasia and well defined, usually single, polypi 
of the uterus. In a group of 104 eases selected for study, including 
our 66 cases of hyperplasia, there were 14 instances of polypi, 
9 corporeal and 5 cervical. The interesting point in connection with 
the 9 endometrial polypi is that they all presented a histological pic- 
ture of typical hyperplasia. This is all the more interesting in that 
only two of these polypi were associated with diffuse hyperplasia of 
the endometrium proper. Both of these were characterized clinically 
hy abnormal bleeding, as might have been expeeted. There were only 
two other bleeding cases among these 9 with polypi. In one the en- 
dometrium showed no hyperplasia, but a well-marked premenstrual 
hypertrophy, with a maturing corpus luteum in one ovary. In this 
case there were several myomata in the uterus, which may have had 
something to do with the bleeding. In the fourth case associated with 
bleeding, the polyp was partially strangulated, and its surface showed 
ulceration, probably explaining the hemorrhage. 

The 5 patients with endometrial polypi of hyperplastic character not 
associated with a history of abnormal bleeding entered the hospital for 
other lesions, either myomata or pelvie inflammatory disease. In three 
cases there were myomata, although none were submucous. In 2 of 


these 3 cases the endometrium showed a premenstrual hypertrophy. 
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Fig. 10.—Unusually marked thrombosis in a case of hyperplasia. The significance of 
these thromboses is not clear. 


Fig. 11.—Uterine polyp showing typical hyperplasia pattern. Such polypi do not 
respond to menstrual histologic reaction (see text). 
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In two there was a chronic salpingitis. The ovary of two of these 
showed a normal corpus luteum. 


The deduction to be drawn from the above recital is that hyperplasia 
may be localized in uterine polypi (Fig. 11), but that this cireumscribed 
form of hyperplasia is not characteristically associated with bleeding, 
as is the diffuse process. It has another rather important bearing as 
regards the general nature of uterine polypi. Many of these have a 
structure identical with that of hyperplasia of the endometrium; 
others, by no means infrequent, have a structure exactly like that of 
the superficial functioning layers of the endometrium. The former 
evidently spring from the basalis and, as’ one might expect, do not 
participate in the menstrual reaction. The second group apparently 
arise from the more superficial layers and exhibit the same menstrual 
phases as does the endometrium proper. Premenstrual hypertrophy 
is frequently observed in such polypi. 

The 5 cervical polypi noted are much less instructive, as they prob- 
ably have no direct relationship with hyperplasia. It is true that 
hyperplasia of the endometrium was associated with 4 of these, but 
this almost certainly was due to the fact that it was a hyperplasia 
series, in large measure, which was under study. The structure of 
these cervieal polypi did not differ from that typical of this lesion 
under other circumstances. 

This discussion of polypi suggests an allusion to the so-called 
polypoid endometritis concerning which so much has been written in 
the past, and which is even yet described as an entity by certain 
modern textbook authors. This condition is not an endometritis at all, 
but, as may be gathered from what has been already written, is pro- 
duced by the enormous endometrial overgrowth at times oceurring 
with hyperplasia. The term ‘‘polypoid endometritis,’’ as applied to 


such eases, is of course a misnomer. would 


be better. 


Polypoid hyperplasia 


Condition of the Ovaries—We hesitate to discuss this, one of the 
most important aspects of the whole subject, for the simple reason that 
on this point our material is of necessity very incomplete. The ex- 
planation for this fact lies in the extreme conservatism of this clinic 
in the removal of ovaries. Unless both ovaries, in their entirety, are 
available for study, it is unsafe to draw conclusions concerning such 
matters as to the presence or absence of corpora lutea, this being one 
of the most important subjects for consideration in association with 
hyperplasia, as will be discussed below. In the 32 eases in which 
hysterectomy was done some ovarian tissue, usually one ovary, was 
removed in 22. The findings may be given for what little they are 
worth, viz. 
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Normal ovary, without corpus luteum 


Normal ovary, with corpus luteum.......... 4 cases. 
Normal ovary, with follicular eysts........... 8S cases. 


Schréder’s material gave him far better opportunity of studying 
the ovarian changes accompanying hyperplasia, as in fully 31 of his 
54 eases both ovaries had been removed in toto. Macroscopiecally he 
invariably found small follicular cysts, varying in size from that of 
a pea to that of a walnut. In no ease did he find macroscopic evidence 


Fig. 12.—Typical hyperplasia in one of the endometrial islands which is found deep 
in the musculature in a case of adenomyoma. 


of a eorpus luteum formation. In 2 of his specimens he found the 
remains of a small ovarian hematoma. Microscopically, the absence 
of active corpora lutea was confirmed. In only one case was there 
an old retrogressed corpus’ and in one a corpus in the stage of pro- 
liferation. The latter findings Schréder suggests may be due to rup- 
ture of the antecedent follicle by bimanual examination on the day 
hefore operation. 

Our own findings, incomplete as they admittedly are in this respect, 
throw some doubt upon the point especially emphasized by Schréder, 
i.¢., the absence of corpora lutea. In at least 4 eases where definite 
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hyperplasia was observed, we have found definite corpora lutea in 
the ovary. As already stated, our study of the ovaries in association 
with hyperplasia has been greatly handicapped by the fact that only 
rarely have both ovaries been removed, and that negative findings 
mean very little unless both ovaries are available for study. Our loss 
in this respect, we trust, has been the patients’ gain. On the other 
hand, the finding of corpora lutea in even a few eases is all the more 
significant in such a series as ours. It is quite possible that more 
corpora would have been found had a complete study of the ovaries 
been possible. Fig. 13 shows the endometrium in a ease of definite 
hyperplasia with menorrhagia for 6 months. The duration of the 


Fig. 13.—Hyperplasia in a case associated with menorrhagia of six months’ duration. 
A. maturing corpus luteum was found in the ovary of this case (see Fig. 14). 
menstrual periods was 7 days, as against 4 days before the onset of 
the affection. Fig. 14 shows the corpus luteum present in this ease. 

It is in a state of beginning retrogression. 

We believe, therefore, that Schréder’s findings should be subjected 
to further scrutiny. It is true that his theory explains the clinical 
and pathological characteristics of hyperplasia quite satisfactorily, 
with perhaps one exception.: If corpora lutea are always absent in 
cases of hyperplasia, as he asserts, how can one explain the fact that 
in so many eases the bleeding is of the periodic or cyclical type, -i.e., 
menorrhagia, rather than metrorrhagia. The cyclical strueture in the 
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ovary is, par excellence, the corpus luteum. In the metrorrhagia 
eases, the absence of corpora lutea would not be surprising, but it is 
hard to check up with the eases of excessive bleeding occurring only 
at the time of the periods. .Whether corpora are absent in the one 
group and present in the other we are certainly not in a position 
to state from our own restricted observations on this point, but this 
would seem to be a logical working hypothesis. 

The multiple cysts found in the ovaries by Schréder he describes 
as intact unruptured follicles, lined often by three or four layers of 
granulosa, and surrounded by a delicate fibrous layer. There was no 
evidence whatsoever of degeneration. Indeed, mitoses were noted here 
and there in the sections, and occasionally an intact ovum. Hyper- 


J 


Fig. 14. 


Large maturing corpus luteum found with hyperplastic endometrium shown 
in Fig. 13 

trophy of the theca was a constant finding, though a hypertrophic 
granulosa was found in only a fraction of the cases. Meyer’s findings 
were in a general way similar to those of Schréder, but his interpre- 
tation is somewhat different. Schréder believes that the persistent 
unruptured follicles produce a prolonged proliferative stage in the 
endometrium, and that the secretory phase is held in abeyance by 
the failure of follicular rupture to occur, with the consequent absence 
of corpora lutea. Meyer, on the other hand, suggests that the findings 
of numerous atretie follicles indicates that the ova do not attain full 
development, their death entailing a failure of follicular rupture and 
of corpus luteum formation. 

It must be admitted that Schréder’s hypothesis, ascribing a causa- 
tive importance to the absence of corpora lutea, fits in rather well 
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with our present day conception of menstrual physiology. The only 
portion of the endometrium which is not responsive to the cyclical 
stimulus of the corpus luteum is the basalis, as was discussed earlier 
in this paper. This apparently takes no essential part in the histo- 
logical changes noted with the changing phases of the menstrual 
eyele. Menstrual changes are universally conceded to be due to the 
endocrine influence of the corpus luteum. When the latter is absent, 
it would seem that the more slowly growing basalis would soon domi- 
nate the endometrial picture, in other words, that the endometrium 
would soon consist of practically nothing but an enormously over- 
grown basalis. This conception is borne out by the fact, already em- 
phasized, that the histological picture presented by the endometrium 
in cases of hyperplasia is identical with that so often normally seen 
in the basalis. 

As to the cause of the bleeding itself, it seems unwise to speculate, 
in the present state of our knowledge. It is certain, we believe, that 
the bleeding does not occur merely because the endometrium is thicker 
than normal and hyperplastic. This is well illustrated by the in- 
structive case reported by Biittner, and quoted earlier in this paper. 
The evidence is overwhelming, we believe, that the real underlying 
cause is an endocrine disorder affecting the ovary, either primarily 
or secondarily. Many authors have written concerning the so-called 
biological function of the endometrium (Sturmdorf, Goffe, Schickele). 
No definite biological change characteristic of these bleeding cases 
has as yet been satisfactorily demonstrated and, even if it were, it 
would seem that such a physiological alteration would be merely a 
local manifestation of the underlying ovarian cause, in the same sense 
that the anatomic changes in hyperplasia are secondary to the ovarian 
endocrinopathy. 

That hyperplasia of the endometrium is caused by a functional 
ovarian disorder is attested by many facts. For example, it is ob- 
served, in general, only during the reproductive epoch, when the 
ovaries are functioning. It may occur in very young girls, under con- 
ditions practically eliminating the possibility of an inflammatory fac- 
tor. It is checked by removing the ovaries, or by destroying the 
ovarian function by x-ray or radium. Curettage in hyperplasia cases 
usually cives only temporary relief from the bleeding. The recur- 
renee of the latter is ostensibly due to a persistence of the under- 
lying ovarian disorder. A repetition of the curettage again yields a 
hyperplastic endometrium, suggesting the secondary nature of the 
latter. This fact is well shown in a recent case of one of us (Novak), 
not included in‘this series. A woman of 26 was curetted in Decem- 
ber of 1922 for uterine bleeding. Microscopic examination of the 
curettings showed definite hyperplasia (Fig. 15). Bleeding reeurred 
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about one month after the operation and persisted for one month, 
when a second curettage was performed. The curettings again showed 
a very definite hyperplasia (Fig. 16). In other words, within two 
months the hyperplasia of the endometrium had recurred. The pie- 
tures presented by the two sections (depicted in Figs. 15 and 16) 
are almost identical. Dr. William T. Watson, of Baltimore, had a 
patient who was bedridden on account of uterine bleeding. He sus- 
pected cancer and curetted. The scrapings were sent to Dr. Cullen, 
who found hyperplasia. Over a series of years this patient was 
curetted more than a dozen times. Finally Dr. Cullen removed the 


Kig. 15.—Hyperplasia in woman of 26, with menorrhagia for two years. Curetted 
Dec. 15, yielding endometrium illustrated above. tecuretted Feb. 19 for return of 
bleeding. Endometrium then obtained shown in Fig. 16. 
uterus. For a full discussion of the evidence for the ovarian etiology 
of hyperplasia the reader is referred to a recent paper by one of the 
present authors (Novak?*). 


TREATMENT 

This subject we shall discuss in only the most summarizing fashion, 
chiefly because we can add nothing that is new. The therapeutic 
agencies to be borne in mind are curettage, organotherapy, x-ray or 
radium, and hysterectomy. Curettage is always an advisable pro- 
cedure, chiefly for its diagnostic value. Without it, indeed, a diagnosis 
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is impossible. At times this operation is followed by permanent relief 
from the abnormal bleeding. In such eases, usually of the milder type, 
it would seem that the removal of the diseased endometrium has in 
some unknown way facilitated the restoration to normal of the ovarian 
function. Such a return to normal no doubt occurs spontaneously in 
a certain proportion of cases. One at times finds, in taking the men- 
strual histories of patients, that menstruation is described as having 
heen excessive for the first year or two of menstrual life, and that 
later the flow has become more moderate, even though no treatment 
had been given. 


Fig. 16.—Showing recurrence of hyperplasia pattern after curetting. Illustration 
shows typical hyperplasia again on second operation. Patient curetted first Dec. 15, 
with recurrence of hemorrhage Jan. 24, continuing up to second operation, Feb. 19 
(see text). 

In most cases, however, relief as a result of curettage is only tem- 
porary. At times the bleeding occurs almost immediately after opera- 
tion. In other cases there is a free interval varying from a few weeks 
to a number of months. In the interim menstruation may occur quite 
normally. If bleeding recurs, curettage may be repeated, perhaps 
several times. This, in young women, is preferable to more radical 
measures, such as radiotherapy or hysterectomy. 

One of the most important points in connection with the whole sub- 
ject of hyperplasia is that it so often, in a diagnostic way, conflicts 
with uterine cancer. Both conditions are characterized by bleeding 
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occurring most often at or near the menopausal age. In the external 
forms of cancer the distinction is usually easily possible from inspec- 
tion and palpation. In other cases, however, and of course especially 
with adenocarcinoma of the fundus, the diagnosis is possible only by 
diagnostie curettage. The vital importance of the latter in all cases 
of climacteric bleeding has been emphasized. The fact that it will 
very often reveal a benign hyperplasia and an absence of the dreaded 
malignaney will perhaps justify us in placing fresh stress upon this 
point. 

The organotherapy of functional bleeding is still in a very empiric 
stage, because we know so little of the endocrine disturbance under- 
lying this condition. If the view of Schréder as to the cause is cor- 
rect, corpus luteum therapy is indicated. The corpus luteum sub- 
stance should be given by mouth and not in the form of the watery 
extracts now so generally used hypodermically. The latter are almost 
certainly inert, as emphasized in a recent study by one of us. The 
form of corpus luteum extract employed should not have been de- 
prived of its lipoids by degreasing processes, for these are apparently 
bound up in some way with the active principle (Novak?’). 

Mention has already been made of the fact that thyroid substance 
is at times efficacious in checking functional bleeding, while a num- 
ber of German authors have reported good results from pituitary 
substance. Either the whole gland substance or, preferably, the pos- 
terior lobe extract, may be employed. In the latter case the question 
arises as to whether the good results may not be due to the increased 
contraction of the uterine musculature rather than to the correction 
of the hormone defect. 

The question of x-ray and radium therapy in functional hemorrhage 
has been so much discussed in the past few years that it need only be 
alluded to here. We are among those who believe that radiotherapy 
in young women is attended with so much danger of permanent cessa- 
tion of ovarian function that it should not be employed except as a 
last resort. We state these views with full deference to the radiolo- 
gists who have been urging that radiotherapy in small doses is a safe 
procedure even in young women. In women at the climacteric age, 
who fortunately constitute the largest group, the problem is an easy 
one, for radium or x-ray in sufficient dosage will effectively and per- 
manently check the menstrual function and thus relieve the condition. 

From what has been said it is evident that the field of hysterectomy 
is limited to two chief indications, viz., (1) the unavailability of 
radium, and (2) the existence of associated conditions in the individ- 
ual case, which make the surgical removal of the uterus preferable to 
a simple abolition of ovarian function. As we have already explained, 
a large number of our own eases were subjected to hysterectomy for 
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this latter reason, the hyperplasia being only an incidental concomi- 
tant of other pelvic lesions. 


SUMMARY 


Hyperplasia of the endometrium, a condition first described by 
Cullen as far back as 1900, is one of the most important of all endo- 
metrial lesions. Clinically its characteristic symptom is bleeding, while 
pathologically it is characterized by hyperplasia of both epithelial and 
stromal elements in varying degree and in varying proportion. The 
glands are of the ‘‘swiss cheese’’ pattern, large dilated glands being 
found side by side with glands which are small and narrow. The 
epithelium is at times considerably thickened, while the stroma is 
often over-abundant and may give evidence of proliferative activity 
by mitoses. 

Grossly the endometrium may be enormously increased in amount, 
and may present the polypoid picture which has so often been in- 


‘‘chronie polypoid endometritis.’’ In almost 


correctly described as 
half of our cases, however, it was of normal thickness, and in over 
one-half it was smooth rather than polypoid. The hyperplasia may 
be localized in uterine polypi, in which case, unless associated with 
other lesions or with strangulation of the polyp, bleeding has not 
been a symptom. The hyperplasia pattern is not uncommon with 
adenomyoma, in either the endometrium of the surface or that of the 
islets in the musculature. 

This study comprises 66 cases of hyperplasia of the uterine en- 
dometrium. In 32 eases hysterectomy was performed and in the other 
34 our only pathological material consists of uterine curettings. The 
‘ases studied were taken in chronological order and selected because 
of a definite endometrial hyperplasia and not on the basis of the 
clinical symptoms or signs of abnormal uterine bleeding. 


About one-half of our patients with hyperplasia were above 40 
years of age while the remainder were in women under the age of 
forty. The occurrence of hyperplasia in girls near the age of puberty 
is, In our experience, not common (less than 5 per cent). Our study 
shows no definite abnormality in the menstrual history of these pa- 
tients prior to the onset of the symptoms of hyperplasia. With the 
onset of the symptoms of hyperplasia there was, however, in almost 
every case excessive menstruation, manifested usually by an increase 
in both the amount and duration of the menstrual discharge. 

Menorrhagia or metrorrhagia may occur as symptoms of hyper- 
plasia, the former being the more common of the two. The passage 
of blood clots is not unusual. Amenorrhea, as part of the symptom 
complex of hyperplasia, was noted in about one-sixth of our eases. 
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Pregnaney occurring after the onset of hyperplasia is uncommon in 
our study, but did occur in two patients. About one-half of our 
patients had had one or more full term pregnancies prior to the onset 
of the symptoms which are associated with hyperplasia. 

Schréder believes that an absence of corpora lutea in the ovaries 
is a characteristic finding with hyperplasia. We have found some 
exceptions to this rule, so that the matter needs further investigation. 
The characteristic gland pattern is attributed by some merely to 
epithelial hyperplasia, and by some to simple cystie distention, while 
to us the evidence suggests that an enormous overgrowth of the basal 
layer of the endometrium and an absenee of the superficial functioning 
layers is sufficient to explain the characteristic picture. 

The therapeutic measures to be considered for the relief of the 
uterine bleeding associated with hyperplasia are curettage, organo- 
therapy, radiotherapy and hysterectomy. There are probably a cer- 
tain number of mild cases which get well spontaneously. Curettage 
is necessary to make a diagnosis, and may bring about relief of 
symptoms. Recurrence of the bleeding within a comparatively short 
time is more common, and repeated curettage may be necessary in the 
case of young patients where both radiotherapy and hysterectomy are 
undesirable. At the menopausal age the bleeding can be checked by 
sufficient dosage of either x-ray or radium. Hysterectomy is reserved 
for intractable cases where radium is unavailable, or where associated 
lesions make laparotomy preferable to simple abolition of the men- 
strual function. 

The most important clinical group of hyperplasia ecases—and the 
largest one—is that occurring at or near the menopausal age. The 
importance of the condition at this age lies in the facet that it is 
brought into diagnostic conflict with cancer. While it is still true 
that climacterie bleeding should be looked upon as of cancerous causa- 
tion until this assumption is disproved, the fact remains that in many 
cases the cause will be revealed as hyperplasia, a benign condition 
with no tendency toward malignancy. This is an important point 
to impress upon those interested in educating the laity on the early 
recognition of cancer, for there can be no doubt that not a few women 
with climacterie bleeding delay seeking medical advice through dread 
of being told that cancer is the cause of their symptoms. Any ele- 
ment of justifiable hopefulness that can be injected into the situation 
will be of material aid in the cancer education of the publie. 

In conclusion, the authors wish to express to Dr. Thomas S. Cullen, 
the head of the department, their appreciation of the privilege of 
making this study. To Mr. Herman Sehapiro they are indebted for 
the exeellent photomicrographs. 
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REPORT OF SOME OBSERVATIONS OF THE EFFECTS OF 
RADIUM THERAPY IN CASES OF LARGE 
UTERINE FIBROIDS* 


By Curtis F. Burnam, M.D., BAutimore, Mp. 


a therapy has not won the reputation in the treatment of 
large uterine fibroids that it has achieved with small ones. This 
notwithstanding the fact that operation is on the average relatively 
more difficult, and general complications contraindicating operation 
more common in the former than the latter group of tumor eases. 
No doubt uncertainty in diagnosis without exploratory operation, 
apprehension as to the effectiveness and permanency of radium treat- 
ment, and fear of general unknown bad effects have all contributed 
to this state of affairs. 

A large pelvic-abdominal tumor demands for definite diagnosis as 
to source and nature the services of a first-class gynecologist and 
the use of anesthesia, curettage, and the sound in many eases. Wher- 
ever it is impossible to determine that fibroid and only fibroid is 
present, decision as to treatment should be in favor of operation. 
This of course means that a surprising number of fibroids which 
might perhaps be equally well, or better, treated by radium, if one 
could only be sure of the diagnosis, belong unquestionably in the 
operative list. There are certain patients too ill for anesthesia or 
operation where the radium, even without a positive diagnosis, should 
he employed, as the only thing that ean be at all safely done. Com- 
plicating inflammatory trouble is a contraindication to radium and 
especially to intrauterine application of radium. 

While anemia constitutes the chief clinieal picture of small uterine 


*Read at the Forty-ninth Annual meeting of the American Gynecological Society, 
Hfot Springs, Va., May 15-17, 1924. 
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fibroids demanding treatment, to it must be added pressure and dis- 
comfort in the case of large tumors. The physician is confronted 
by the problem of removing a tumor as well as curing anemia and 
improving general health. So far as bleeding is concerned, radium 
treatment is just as certainly and rapidly effectual in large tumors 
as in small ones, nor are the discomforts and complications following 
treatment any commoner or any more pronounced in the first than 
the latter group. Amenorrhea from a single or series exposure can 
be obtained in all eases within eight weeks, and in many instances 
follows directly on the treatment. The patient needs to be in bed 
only a day or two unless there is very pronounced anemia, in which 
ease rest in bed, iron, and even transfusions may be indieated. As 
a rule the pick-up in general health is quite rapid and this is inde- 
pendent of the effects on the tumor. Exceptions are those cases 
where long hemorrhage has led to a condition of aplastic bone mar- 
row, as evidenced by absence of blood platelets, reduction of the white 
cells to below 3,000 and marked anemia. It should be remembered in 
such conditions that radiation can be given without in any way add- 
ing injury to the hemopoietic system but that it will not by itself 
rejuvenate it. This ean be accomplished only by appropriate medical 
treatment as already indicated. 

What are the effects on a large uterine fibroid so far as removal 
of the tumor is concerned? No single answer ean be given to this 
question. Certain tumors disappear completely, some within four or 
five months, and others only after a year or two from the date of 
treatment. Some tumors are only partially reduced in volume and 
some practically not at all. The mechanism by which a fibroid is 
reduced is through the cell nuelei of the tumor. Radiation does not 
destroy adult cells but does injure the proliferative power of cells 
in a way which leads to a reversal of normal growth processes. There 
is of course no autointoxication or other observable effect from the 
absorption of a fibroid tumor. We are constantly absorbing the de- 
composition produets of cells from all over our bodies. The effect 
of the radiation is a twofold one; first, indirectly through the ovaries 
and, secondly, directly on the cell nuclei. I shall not here repeat 
the evidence that destruction by radiation of the follicular apparatus 
of the ovary, just as oophorectomy, causes amenorrhea and reduction 
in uterine fibroids, it is too well known. The direct effect on the 
tumor is evidenced in many eases which have come under my per- 
sonal observation. The clearest examples are those reductions in 
the size of tumors radiated after the menopause and the disappearance 
of tumors without the disappearance of menstruation. We have re- 
peatedly observed both these conditions. 

Why are some tumors reduced and others uninfluenced? There 
is no adequate answer possible here. In the pathologie studies of 
fibroids removed by operation after unsuccessful radiation, the strik 
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ing observation has been made over and over again, that they differ 
in no way from other fibroids in their histologic and anatomic char- 
acteristics. It is possible to assume that the disappearance of tumors 
after radiation is due in part only to the injurious effects of the 
radiation and that in part it is due to resisting substances in the body, 
and we could assume that the absence or feeble action of these un- 
known body agents accounts for the failures in some eases of the 
radiation. It is a fact that there is a very great difference in response 
to radiation of almost every known type of tumor in whatever part of 
the body found. We must assume either that some such bodily pro- 
tective mechanism is active or that there is great difference in the 
chemical constitution and viability of tumors of the same type. The 
anatomic relations of the tumor, that is, whether submucous, inter- 
stitial or subperitoneal, do not seem of importance as indicators of 
what is likely to happen following radiation. Calcified tumors do not 
respond favorably so far as diminution in size is concerned. These 
unusual tumors can all be determined by pelvie skiograms prior to 
treatment. 

Is there a tendency for uterine fibroids removed or reduced by 
radiation to grow again? A tumor which has completely disappeared 
rarely, if ever, grows again if a permanent amenorrhea has been es- 
tablished, and usually not if menstruation returns. On the contrary, 
tumors only partially removed or but little reduced by radiation some- 
times grow, even when a permanent amenorrhea has been established, 
and very frequently if menstruation returns. A second series of treat- 
ments and the establishment of a permanent amenorrhea stops growth 
and causes a further recession of such tumors. In some eases a failure 
to reduce on the establishment of a complete amenorrhea is due to 
insufficient radiation. Recently I observed a patient with a fibroid 
the size of a six months’ pregnaney which remained for about nine 
months unchanged in size, although a complete amenorrhea had been 
established in eight weeks. A heavy abdominal treatment was given 
with the effect of a reduction in four months to the size of a three 
months’ pregnancy. The complete disappearance of tumors and the 
return of menstruation has not been extremely unusual. It may 
occur as late as four years after the treatment. Our eases have not 
been thoroughly studied with reference to the question of pregnancy 
after radiation, but there is one case which I examined carefully and 
know accurately about, where a sterility had existed for fifteen years, 
where a fibroid the size of a five months’ pregnancy completely dis- 
appeared following radiation and where after a two years’ amenorrhea 
the patient began to menstruate again, became pregnant, and gave 
birth to a healthy child. 

In order to formulate an idea as to the percentage of satisfactory 
results, and as to the permanency of the results, I selected a continuous 
series of cases upon which we have adequate data, treated in the 
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years 1918 and 1919. There were 30 cases in all. The tumors ranged 
in size from a four months’ to a seven months’ pregnancy. In 15 
eases there was a reduction of the tumor to the size of a normal uterus. 
or of a slightly enlarged normal uterus. In four cases there was a 
reduction to the size of a six weeks’ pregnancy. In none of this group 
of 19 eases has there been the slightest tendency to regrow; all have 
with a single exception had a permanent amenorrhea. The men- 
struating patient is in the thirties, is married, was amenorrheie for 
three years, and shows no sign of becoming pregnant. Eleven cases 
were unsatisfactory so far as reduction of the tumor was concerned, 
there oceurring only partial or no reduction whatever. In all 11 of 
these a complete amenorrhea was obtained. In one ease after three 
vears there was a return of menstruation and an increase in the 
erowth; in another, where they had been no reduction of the growth 
from radiation, after two years the tumor started growing. In both 
these patients resort was had to abdominal hysterectomy. No serious 
difficulties were met either in the operation or in the subsequent 
convalescenees. The other nine patients are in very good health but 
still have their tumors. In none of these cases was there any im- 
mediate or late complication either causing discomfort or threatening 
in any way, and this, as I have already said, is the general rule. In 
more than 1,000 intrauterine radiations for fibroid or bleeding, there 
has not been a single death, or for a number of years a single case of 
lighting up or developing of an infection. We did meet with this in 
some of our earliest cases when we did not fully appreciate the im- 
portance of excluding the inflammatory adnexal cases from intra- 
uterine radiation. 

In the radiation of large fibroid tumors it must be borne in mind 
that considerably heavier treatment must be given than in the small 
fibroids and menorrhagia conditions. For a number of years our 
standard intrauterine dosage to produce a permanent amenorrhea has 
heen 1144 gram hours. This applies only to small fibroid uteri and it 
should be understood that even in these a permanent amenorrhea is 
obtained by such dosage in only 80 per cent of the eases. It does 
lead to an amenorrhea of at least a year in nearly all eases. I do not 
believe that it is possible to absolutely interchange intrauterine dosage 
on a gram hour basis independent of the varying quantities of radium 
and time employed. Each operator should determine with his own 
apparatus what his exaet dosage is. We have used radium emanation 
in small glass bulbs about 114 mm. in diameter. These bulbs are placed 
in small brass tubes 1 mm. in wall thiekness and about 5 mm. in 
length. Three of these tubes are placed in a larger brass tube with 
walls 1 mm. thiek and which is conveniently fitted with a uterine 
sound handle. This apparatus is sterilized and eoated with  bees- 
wax, which reduces the secondary Beta and K-radiation from the 


brass. Ina series of 35 cases of young women under 25 years of age, 
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34 of a gram hour radiation with this apparatus had not produced a 
single case of permanent amenorrhea. Where the uterine cavity is 
long, as is often the case in the large fibroids, two or three different 
portals can be used by moving the sound, and a treatment of as much 
as 3 gram hours’ radiation given without any bad effects. Using a 
distance of 3 inches and radiating the pelvis through lateral portals 
over either ovary for a total of 10 gram hours, has almost the same 
effect as the 1,500 me. hour intrauterine treatment. Where there is a 
large fibroid, but a short uterine cavity, it is really indispensable to 
add external radiation to the intrauterine treatment. 

It is also possible, using a uniform distance of 3 ins. and multiple 
portals, to give as much as 30 gram hours’ radiation to a large fibroid 
tumor without any apparent injurious effect on intestines, on the con- 
dition of the blood or on the blood pressure. Radiation of this type 
should be reserved for large tumors in which the presence of a fibroid 
in the cervix makes intrauterine treatment difficult or even impossible. 
As a rule gas anesthesia is employed for dilating the cervix and in- 
troducing the radium. Our average intrauterine carrier contains 
1144 grams equivalent of radium emanation, so that this treatment 
lasts for from 114 to 2 hours in these cases. It takes about 5 hours 
to give the full 20-gram hour external dosage and this is better done 
in two or more sittings, as it is less trying on the patient and equally 
effectual. The Hegar dilators have been found to be very much more 
satisfactory than the Goodell type for preparing the cervix for the 
introduction of the radium. I am inclined to believe that they are 
very much better for all kinds of cervical dilatation. In most parous 
individuals, if there is any indication against gas, it is possible to 


carry out both intra- and extrauterine treatment without much dis- 
comfort. 


SUMMARY 


More than 50 per cent of large uterine fibroids can be made to dis- 
appear completely by appropriate radium radiation. This can be ac- 
complished at practically no risk to the patient, with very little dis- 
comfort, and with little loss of time from the ordinary duties of life, 
and without in any way complicating operative procedures, should 
they develop to be necessary later. With these facts in mind the risks 
of operative interference in cases with heart, renal, metabolic and 
other general complications, should be carefully weighed in deciding 
on treatment. My impression is that the amount of dosage necessary 
to produce a satisfactory result is in no way dependent on the age 
of the patient. It is possible in some cases of large fibroids to remove 
the fibroid completely and to preserve both the power of menstruation 


and reproduction. This has a particular interest in the younger, 
healthier women. 
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ETHYLENE AND OXYGEN ANESTHESIA FOR GYNE- 
COLOGICAL AND OBSTETRICAL WORK* 


By N. Sproat HEANEy, Cuicaaco, ILL. 


a” 1915* I had the honor of presenting the first paper read before 

this Society on the conduct of labor under nitrous oxide and oxy- 
gen, so that today I am especially pleased that I have the privilege 
of relating to you our experience with ethylene and oxygen anesthe- 
sia. Soon after Luckhardt and his associates demonstrated the phys- 
iologie effects of ethylene and oxygen upon laboratory animals and 
upon man, we began the surgical use of this anesthetic in the wards 
of the Presbyterian Hospital, Chicago. From this source Luckhardt 
and Lewis,’ and Kretschmer® have already reported their gratifying 
results. We have used ethylene and oxygen in our service now some- 
what more than a year and have the records of 338 administrations 
without the addition of ether and 111 administrations with the ad- 
mixture of ether in the gynecological operation room; and 231 admin- 
istrations without ether in the obstetrical wards. In addition we 
have given it many times to the ambulatory case to obviate other- 
wise painful manipulations. 

It is an agent without equal for diagnostic examinations under 
anesthesia. Nitrous oxide too frequently does not relax, while ether 
is too lasting in its effects to make either anesthetic satisfactory in 
the examining room. Ethylene and oxygen puts the patient quickly 
to sleep, gives complete relaxation without jactitation or asphyxia, 
produces little or no sweating, has almost, if not quite, as rapid a 
recovery stage and no more nauseous sequelae than has nitrous 
oxide. 

Without the addition of ether it has been entirely sufficient for all 
operations attempted from below. Vaginal hysterectomies, interposi- 
tion operations, hemorrhoidectomies, prolapsus operations, extensive 
vaginal plastics have all been performed with the same ease as under 
ether anesthesia. 

The anesthetist must be more watchful with ethylene than with 
ether if the anesthesia is to be smooth and even. While not demand- 
ing quite the knack in administration as does nitrous oxide, still much 
the same special adaptability must be present in the anesthetist to 
administer ethylene and oxygen satisfactorily for long periods of 
time. On our service the anesthetic is administered by an interne, so 
that we have given ether admixture for abdominal operations more 


*Read at the Forty-ninth annual meeting of the American Gynecological Society, 
Hot Springs, Va., May 15-17, 1924. 
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frequently than was employed for similar procedures on services in 
the hospital where professional anesthetists were employed. Ethylene 
has been sufficient for about one-half of the pelvic operations per- 
formed in Trendelenburg position. When the patient has been fat, 
the pelvis deep, or much protective packing has been done, ether fre- 
quently had to be added. When once, however, the anesthesia be- 
comes sufficiently profound, it is usually possible to discontinue the 
further addition of ether. Where ethylene suffices, however, abdom- 
inal packs are rarely required because the respirations are not exag- 
gerated as under ether, but are of approximately normal rate and 
depth, and the intestines do not incline to wave back and forth through 
the abdominal opening. Despite prolonged administrations the patient 
is always conscious before leaving the operating room. 

Ethylene and oxygen are of especial benefit to the patient who is 
a peculiar surgical risk, as has been shown by Kretschmer® in urologic 
eases and Lundy’ on infants with obstruction of the pylorus. Ethyl- 
ene has little or no effect upon the blood pressure. It is not a pul- 
monary irritant. Leake and Hertzeman® have shown that ‘‘ethylene 
like nitrous oxide, does not influence the blood reaction as markedly 
or as rapidly as ether.’? We have operated the diabetic, the nephritic, 
and patients with bad hearts without discoverable deleterious effects. 
Where we formerly operated the feeble old lady with prolapsus under 
local anesthesia, we now use ethylene and oxygen with better results, 
since we operate more skillfully and the patient escapes the anxiety 
and fatigue that accompany operations under local anesthesia, par- 
ticularly in the lithotomy position. 

In the delivery room we now administer ethylene as routine for the 
conduct of labor. Susceptibility varies, but as in surgical work, 80-90 
per cent ethylene is ordinarily used at the beginning of the adminis- 
tration. This mixture can usually be thinned down as the labor pro- 
gresses. We aim always to give the thinnest mixture necessary to 
produce satisfactory results. Two inhalations are usually sufficient 
to produce analgesia. While hallucinations occasionally occur, they 
are not nearly so common as with nitrous oxide. Between pains the 
patient is ordinarily quieter than with nitrous oxide and does not 
complain so loudly of not getting the gas fast enough at the onset of 
a pain. Where with nitrous oxide we were in the habit of admixing 
ether for the last two or three pains preceding the delivery of the 
head, with ethylene we find ether unnecessary. 

Early in our experience we thought that ethylene probably de- 
creased the frequency and intensity of the pains somewhat, but after 
having made careful observations upon numerous cases where we 
alternated, using separate machines, ethylene with nitrous oxide for 
periods of from fifteen to thirty minutes, we are convinced that when 
given in proper concentrations, there is no appreciable difference in 
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effect. When nitrous oxide is used, ether must be added for all ex- 
cept the most trivial repairs. With ethylene no ether is necessary 
for even the most extensive obstetrical operations. Vaginal cesarean 
sections, difficult forceps operations, versions and extractions, repairs 
of complete tears, and manual removal of the placenta can all be 
done as satisfactorily under ethylene as under ether. If inexperi- 
enced anesthetists are used, ether is more comfortable for the operator 
in situations where considerable confusion is liable to oceur, since, as 
mentioned before, more attention to the task is required to give a 
satisfactory ethylene anesthesia than is requisite with ether. The 
patients who have had ethylene remember less concerning the labor 
than they usually do after nitrous oxide. 

The jeopardized patient requiring cesarean section will best be 
served by the use of ethylene. The quickness of the induction, the 
freedom of straining and asphyxia are very important recommenda- 
tions in such eases. The child cries promptly and the uterus behaves 
as when nitrous oxide is given. When ethylene is administered, the 
blood has a peculiar pink color and there is more capillary spurting 
than ordinarily. These phenomena disappear with cessation of the 
anesthetic. There is more bleeding from the empty uterus under full 
anesthesia with ethylene than with nitrous oxide, but very much less 
than with the evanescent ether. No effects upon the hemoglobin of 
mother or child, or upon the heart or kidneys of either, have been 
discoverable after the use of ethylene. 

Ethylene has to many a very disagreeable odor. This is mentioned 
particularly by the bystander who gets only whiffs of it, but is rarely 
spoken of by the patient who gets the gas in such concentration that 
her sense of smell does not have much chance to annoy her. Ethylene 
is highly explosive, particularly when markedly diluted with oxygen. 
In our administrations we have studiously avoided flames, cauteries, 
and all such possible sources of ignition. In spite of this we have 
had two violent explosions. Though approximately 3,000 adminis- 
trations of ethylene have been given by several different anesthetists 
in the different operating rooms of the Presbyterian Hospital, the 
only two explosions which occurred were in the same delivery room 
and with the same man at the gas machine. Both were statie in 
origin. In the first instance at the conclusion of a pain the mask was 
hooked over the mixing chamber. At the moment of contact there 
was a terriffic report, the glass cover of the mixing chamber was blown 
to dust, and a flame spurted from the chamber, which died out as 
soon as the ethylene was turned off at the tank. A second explosion 
occurred several weeks later. The machine had just been used for an 
ethylene and oxygen anesthetic (without ether) in the operating room 
and had been wheeled to the maternity for use during an examination 
in the delivery room. The gas was again turned on and the anesthe- 


HEANEY: ETHYLENE AND OXYGEN ANESTHESIA 419 


tist stood at the head of the delivery table with the mask in his hand 
awaiting the work to start the administration of the gas, when the 
explosion occurred. Though not certain, he thinks he may have struck 
the delivery table with the gas mask. In all other particulars the 
circumstances were the same as the first explosion, and aside from 
the anesthetist receiving trivial cuts from the flying glass, no harm 
was done. 


We had a similar explosion two or three years ago after an admin- 
istration of ether mixed with nitrous oxide and oxygen. The machine 
had been left standing after the conclusion of an operation when a 
nurse, in passing, touched the machine and gave the statie spark with 
a result similar to the ones deseribed above. We hear through the 
manufacturer of a popular gas machine that from one cause or another 
explosions are not at all uncommon when ether is used in gas ma- 
chines, that probably one hundred explosions occur each year. Luck- 
hardt after consultation with physicists warns against the very real 
danger of the repetition of such accidents with possible serious re- 
sults and offers the following suggestions for the avoidance of this 
danger: First, that the mask tubing be made of flexible metal in- 
stead of rubber, or if this does not make a good mechanical job, 
that a spiral coil of wire be placed inside the rubber tubing so as 
to make a continuous metallic contact from mask to gas machine and 
to the tank, that the tank itself be grounded by means of a conductor 
such as a wire attached to a radiator or a water pipe; and that the 
inner surface of the rubber mask be lined with wire gauze which, in 
turn, should be in contact with the metallic tube conducting the gas 
mixture to the mask. 


We did not stop the administration of ethylene after the first ex- 
plosion since it seemed a freak accident and not liable to be repeated 
under any circumstances if we simply refrained from hooking the 
mask over the mixing chamber. Repetition of this previously un- 
reported accident left us so perturbed, however, that until Luck- 
hardt’s suggestions for remedy were carried out, we discontinued the 
use of this valuable anesthetic in the gynecological and obstetrical 
wards. Ethylene is again as popular as ever and is given with daily 
increasing enthusiasm. 
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MENTAL DISEASES ASSOCIATED WITH CHILDBEARING* 


By MENAs 5S. Gregory, M.D., New York, N. Y. 
(Director Psychopathic Department, Bellevue Hospital; Professor of Psychiatry, 
University and Bellevue Medical Colle ge.) 


HE mental disorders associated with childbearing are especially 

important as well as profitable for discussion for the following 
reasons : 

Kirst. The family physician ig the first to come into intimate con- 
tact with the obvious mental disorders of the puerperium, concern- 
ing which there exists a very widespread misapprehension ; partic- 
ularly the misconception that these mental disorders are directly 
due to puerperium. 

Second. The attending physician must assume a great deal of the 
responsibility, for, in many instances, the occurrence of a psychosis 
at this time is erroneously attributed to mismanagement of the labor. 

Third. The mental diseases occurring at this period are especially 
distressing, as the welfare of both mother and child are involved. 

Fourth. As many of the mental upsets of childbirth are of transi- 
tory and recoverable character, there is great danger that the attend- 
ing physician may be incautious in giving too hopeful a prognosis, 
unless he recognizes the very great diversity of these mental condi- 
tions. 

Fifth. There is a total lack of interest and almost inherent indif- 
ference on the part of the medical profession to the mental condi- 
tion of the mother during pregnancy and puerperium, and its possible 
relation to the development of mental upsets occurring at this time. 

Finally, the discussion and analysis of the mental disorders oc- 
eurring during childbirth offer an excellent opportunity to demon- 
strate the trend of present day psychiatry, and show the inadquaey 
of the older viewpoint, under which many dissimilar mental disorders 
were grouped as one. This attitude of mind became an obstacle to 
the growth of truth and harmful to the progress of psychiatry. 

A very brief survey of the history and evolution of psychiatry will 
be of great aid to an intelligent study of the psychoses of the puerperal 
state. 

As is well known, the healing art in ancient times was intimately 
connected with religion; the priestly class arrogated to themselves 
the healing of the sick, in addition to their purely spiritual functions. 
As both sacred and profane history show, the priests of Isis and Osiris, 
in ancient Egypt and of Eseulapius in Greeee, and the prophets of 


*Read at a meeting of the Obstetric Section of the New York Academy of Medicine, 
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Jehovah in Judea, claimed power over diseases, which were regarded 
as an expression of the wrath of a god, or the malevolence of an evil 
being. 

However, as magic, superstition and ignorance gave way to knowl- 
edge, experience and scientific observation, the nature of disease was 
better understood and it came to he regarded as an abnormality of 
the body. 

It was in ancient Greece, more than 400 years before the Christian 
era, that Hippocrates first recognized that disease, physical as well as 
mental; was due to changes in the body and the brain and was not 
the result of demoniacal possession, as had previously been held. We 
find astonishingly accurate descriptions and understanding of mental 
(liseases in the writings of the immediate followers of Hippocrates, 
and especially in those of Asclepiades, whose recommendation of 
hydrotherapy, occupation and lack of restraint in these mental condi- 
tions has a decided modern flavor. 

It is scarcely necessary to dwell upon the fact that, during the dark 
ages, and as a result of great religious enthusiasm, the primitive 
spiritual coneeption of diseases was again revived, and that the ap- 
plication of this theological point of view to the study and practice 
of medical science almost undid the work of Hippocrates and his 
disciples. 

If this spiritual conception of physical diseases was more or less 
prevalent during the Middle Ages, it can readily be imagined how 
much more this idea, stimulated as it was, by the literal interpretation 
of Biblical references, influenced the viewpoint of mental diseases. 

Suffice it to say, without going into detail, that in the beginning 
of the nineteenth century, although medical science in other branches 
had made great advances, psychiatry, burdened with the fetters of 
this old theological viewpoint, remained centuries behind. 

To Pinel belongs the credit and glory of having blazed a new trail. 
Departing from the traditions and superstitions of the past, he ap- 
plied the scientific method of observation and generalization to the 
study of psychiatry,—those methods which had made great progress 
possible in other branches of human endeavor. 

His generalizations, however, were of a very elementary character. 
As there was not as yet a sufficiently large accumulation of observa- 
tions and facts, his groupings were naturally crude and inadequate. 
He based his classifications and groupings on a few and apparent 
symptoms, such as emotional disturbances and behavior of the patient. 
Those who were excited were grouped under ‘‘mania’’—those who 
were sad under ‘‘melancholia,’’ and those who were dull and apathetic 
under ‘‘dementia.’’ His manias ineluded mental excitements of all 
sorts,—aleoholie, epileptic, paretic, as well as dementia precox and 
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manie depressive. The melancholias likewise embraced depressions 
of a widely different character, such as might occur in various and 
quite dissimilar psychoses. 

However, Pinel was not working alone. A widespread interest in 
psychiatry now pervaded the whole civilized world ; contemporaneously 
and immediately after Pinel, there arose many earnest workers in 
this field, such as Esquirol in France, Connolly and Tuke in England, 
Jacobs and Heinroth in Germany and Rush in this country, who 
jointly laid the foundation upon which modern psychiatry rests. 

As experience soon demonstrated the inadequacy of these elementary 
groupings, repeated attempts were made to reclassify and regroup 
mental diseases from various standpoints. 

Almost every conceivable viewpoint was made the basis of a gen- 
eralization, such as the age of the patient, physiologic epochs, bodily 
functions, striking symptoms of various kinds, dangerous traits, such 
as homicide and suicide,—the seasons of the year, the phases of the 
moon, and a host of other irrelevant and incidental factors. Thus 
it came to pass that the mental disorders at puberty were called in- 
sanities of adolescence; those occurring in old age, senile insanities. 
Because masturbation was the striking symptom in some patients, 
these were grouped under the term masturbational insanity; patients 
with delusions of a religious cast were said to be affected with re- 
ligious mania, or religious melancholia. Thus homicidal mania was 
spoken of. There was assumed to be an insanity of the menopause. 

And, along similar lines of reasoning, the mental disturbances oe- 
curring with the phenomena of childbearing were termed ‘‘ puerperal 
insanity.’”’ 

Thus arose this illogical view of the situation, which has persisted, 
strange to say, even to the present day. No doubt this may be partly 
attributable to the very intricacy of the subject, and partly to the 
indifference which the great mass of the medical profession has dis- 
played toward mental diseases. 

However, in the earlier half of the nineteenth century, isolated ob- 
servers materially contributed to the advance of psychiatry. Chaos 
and confusion still prevailed, until late in the nineteenth century, when 
the various German and French schools of psychiatry first endeavored 
to clear the situation. There arose earnest workers, such as Falret, 
Bayle, Hecker, Kahlbaum, Kraepelin, and many others. Among them, 
however, the name of Kraepelin stands in greatest prominence; be- 
cause it was he who first forcibly pointed out the illogical and un- 
reasonable viewpoint of classifying mental diseases from a few gen- 
eral symptoms, from incidental associations and from the observation 
of the disease for only a short period of its course. 

He insisted that the grouping of mental diseases must be along 


GREGORY : 


MENTAL 


DISEASES ASSOCIATED WITH CHILDBEARING 423 


lines similar to those of physical diseases; that it would be as equally 
absurd to maintain that the mental disturbances occurring in the 
young were adolescent insanity, irrespective of other conditions, as 
to state that every exanthema occurring in childhood was measles; 
that in the grouping and studying of mental diseases, the whole life 
history of the disease,—its etiology, onset, edurse, symptoms and out- 
come, must be considered. 

This criterion, simple as it appears, is the keystone of present day 
psychiatry, and, more than any other factor, has contributed to its 
rapid progress in the past twenty-five or thirty years. 

The terminology of modern psychiatry, like that of physical diseases, 
is no longer descriptive of any one of the several symptoms which 
may arise in that disease, but rather a label for a clinical entity, 
which has reference to the disease picture in its entirety. 


For example, dementia precox does not mean an early or precocious 
dementia, but rather stands for a clinical type, beginning insidiously, 
having a long and definite course, and terminating unfavorably. 


I have, perhaps, dwelt at greater length on the evolution and funda- 
mental principles of modern psychiatry than the title of my paper 


justifies. 


However, 


I have purposely done so, even at the risk of 


digression, in order to emphasize the criteria which the modern school 
of psychiatry deems absolutely essential in the study and grouping 
of mental diseases. 


With this explanation, let us now diseuss the following clinical data 
regarding the psychoses associated with childbearing, in accordance 
with the criteria insisted upon above. 

The clinical material upon which these data are based, consists of 
one hundred and eighteen cases, the majority of which passed through 
the psychopathie wards of Bellevue Hospital and some who were seen 
in private practice. 


Only cases admitted during the years 1914, 1922, 
taken from the hospital records. 


and 1923, were 
This was done to eliminate error 


as far as possible, so that the course and termination of the psychoses 
eould be investigated, and the diagnosis checked with subsequent 
observation in the state hospitals to which these patients had been 


sent. 


Group I.—Of these 118 so-called puerperal cases in the series, manic 
depressive psychosis appeared fifty-two times, more than forty-two 


per cent. 


Manie depressive psychosis is a constitutional disorder, which mani- 
fests itself in longer or shorter attacks of excitement or depression, 


and which has a marked tendeney to periodicity. 


It has a definite 


mode of onset, symptomatology, course and favorable termination. Of 


its etiology we are 


b 


unfortunately, in the dark, exeept that heredity 


{ 

2 
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plays a predominant role, appearing in almost fifty per cent of the 
eases. It is equally frequent among men and women and may occur 
at any age; the youngest patient I have seen being ten, and the oldest 
a man of seventy-six. While the individual attack may be precipitated 
by any severe emotional stress or physical exhaustion, it may occur 
at times without any apparent cause. Grief, worry, fright, disappoint- 
ments of various kinds, physical exhaustion, toxemias, infections, and 
a number of similar conditions have been assigned as exciting causes. 

Of the manic depressive series, twenty-one suffered from the ex- 
cited phase, nineteen were of the depressed type; nine were of the 
mixed phase, and three of the circular type. 

Of the whole group, four arose during the latter months of preg- 
naney, one during lactation several weeks after delivery, and the re- 
maining cases occurred in the puerperium. 

Eighteen of the patients were primipare ; the yeungest was eighteen 
and the oldest forty. In only six cases was the labor recorded as 
being difficult, and in four cases there was sepsis. Other exciting 
causes assigned were fright, illegitimacy (in three), domestie in- 
felicity, sexual maladaptation, anxiety and sudden death of husband. 

In thirteen patients there had been previous attacks not coincident 
with childbearing, and in two patients, repeated attacks occurred in 
successive childbirths, one having three attacks with three consecutive 
births. 

Of this group, five died of intercurrent diseases. All the remainder 
recovered except seven, who are still under treatment in state hos- 
pitals and have greatly improved. 

Heredity was an established factor in twenty eases. The dura- 
tion ranged from one to eighteen months and several have had 
subsequent attacks of psychosis of similar type. 

These statistics have been given at length mainly to emphasize the 
fact that this disease may, and frequently does, occur independently 
of the puerperium, and, after all, in many cases its occurrence here 
is purely coincidental and in only a comparatively few cases, as most 
of the labors were uneventful, might the birth be said to have been 
the precipitating cause of the psychosis. 

Group II.—The second group comprises dementia precox, of which 
there were eighteen in the 118 cases under discussion. 

Dementia precox is a slowly progressing, deteriorating mental dis- 
case, which ends unfavorably. It begins usually at adolescence, al- 
though the onset may be observed as late as the forties. Men and 
women are equally affected. While the etiology of this disease is not 
definitely settled, it is a common and well-defined clinical entity with 
protean symptomology and definite course and termination,—a dis- 
ease entirely independent of childbearing, although at times the onset 
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may be precipitated by pregnaney or childbirth, particularly the eata- 
tonie form. 

Careful investigation will generally show, however, that the ma- 
jority of such cases develop insidiously during pregnancy, and even 
hefore, and that childbirth may accentuate the symptoms whieh were 
previously unnoticeable to the relatives. 

All of these cases on admission were said to have had the onset 
during the puerperium, but on closer investigation, it was ascertained 
that in six of the series of eighteen cases, the disease had lasted some 
years prior, in milder form, and only became aggravated. 

Without further burdening you with statistics, I might say that 
some were excited and restless and others exhibited apparent de- 
pression. Under the older viewpoint, beeause of this excitement and 
depression, some would have been termed puerperal mania, and some 
puerperal melancholia, which would have allied them, among other 
conditions, to the psychosis of the manic depressive group, from which 
they are fundamentally different, and to which they have merely a 
superficial resemblanee. 

Group IIT.—As a third group in this series, might be mentioned three 
cases of epileptic psychosis. All of these three patients had been 
suffering from epilepsy for years, and, at various times in the course 
of their illness, they had suffered mental upsets incident to their 
sickness, namely, postepileptic mental excitement and confusion, 
psychie equivalents, ete. 

It is scarcely necessary to state that epileptices are subject to mental 
disorders of this kind, and that such condition has no direct connec- 
tion with childbearing. As the ease was in these three patients, their 
mental disorder was due to epilepsy, from which they had been suffer- 
ing, and all that ean be said of its relation to the puerperal period, 
is that the latter might have acted as a provocative factor. All of 
these patients, of course, made a complete recovery from their 
psychosis. 

Group IV.—There was one ease of alcoholic insanity in the series, 
of polyneuritie type. She recovered, and, of course, her psychosis 
had no eausal relation to the puerperium. 

Group V.—The fifth group comprises four cases, classified as psychosis 
with intellectual inferiority and mental deficiency. 

This mental condition may be defined briefly as a transitory upset 
in individuals who are not of strong mental endowment, such as un- 
stable, ‘‘near’’ normal individuals, and high grade mental defectives: 
Their mental upset is the direct result of their inability to properly 
adjust themselves in the face of unusual difficulties. 

The history shows in these eases that they suffered from mental 
conflicts during the pregnancy, such as illegitimacy, fear and appre- 
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hension regarding the outcome of confinement, ete. Mental conditions 
similar to this also appear independently of childbirth, and are espe- 
cially common in men, showing that they are not in any sense puer- 
peral. All of these cases recovered from their psychosis and regained 
their former mental health, namely, that of inferiority and of méntal 
deficiency. 

Group VI.—The sixth group of the series comprises thirty-one in- 
fective exhaustive cases, of which three occurred during pregnancy, 
five at the time of labor, and the remainder during the puerperium. 
This group of mental diseases has a well-defined etiology, and might 
be said to be elinically closely allied to delirium. 

The prominent symptoms of this mental disorder are confusion, 
disorientation and multiple and combined hallucinosis. Apprehen- 
sion, depression, anxiety, excitement and restlessness may be present, 
but are of secondary importanee. These psychoses are caused by 
infections, toxemias and exhaustion. The intensity of all these symp- 
toms depends on the degree and character of the poison, and to some 
extent on the susceptibility and physical condition of the patient. It 
is needless to say that it may occur in any individual who may be 
exposed to these conditions. A large proportion of the admissions 
to the psychopathic wards belong to this class, among men as well 
as women. 

The prognosis is favorable as to mental recovery, but death fre- 
quently occurs from exhaustion. Nine of this series of thirty-one 
died, nineteen recovered and three were discharged improved. There 
were five primiparae, and two were illegitimately pregnant. Four 
of the cases were eclamptic. Four had postpartum hemorrhage and 
six had well marked sepsis. 

It is interesting to note that the majority of these cases had psychic 
conflicts, such as worry, fear, domestic and economie difficulties, ete., 
during pregnancy. It is in this group that the puerperium has a 
most direct causal relation to the psychosis, inasmuch as the phenom- 
ena of childbirth directly gave rise to conditions which were etio- 
logical factors. In other words, exhaustion and infection were di- 
rectly dependent on the childbirth; although this, too, is a distinet 
psychosis, which may occur independently of childbearing, in women 
as well as men. 

Group VII.—The last group in the series consists of five cases, all of 
whom presented a condition of mental upset which we designate under 
the term ‘‘transient attacks of excitement and confusion.”’ 


Clinically, these cases are closely allied to the infective exhaustive 
group, but I would like to discuss them separately, for two reasons: 
First, because the duration of the attacks is very brief, varying from 
a few days to a week; second, and much the more important, these 
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eases differ somewhat from the infective exhaustive group, in that 
the psychic or psychogenic factors overshadow the physical which 
give rise to the psychosis. 

All of the patients in this series had, during pregnaney, been 
troubled with fear, worry, anxiety, uncertainty, and other conflicts of 
various sorts. One patient was told just before she was confined that 
she might become crazy; another was in fear that her child might 
be born dead. A third, a woman 36 years of age, was overwhelmed 
with fear that she would surely become mentally upset after child- 
birth, as she had following each previous confinement. This patient 
had suffered a mental breakdown after her first confinement, fifteen 
years ago, which lasted for some months, and which necessitated her 
commitment to a state hospital. She has had five other children since 
and has suffered a mental upset of transient character immediately 
following each labor. 

These cases did not present any febrile reactions, nor was there any 
marked physical exhaustion, or any physical complications in con- 
nection with their labor. 

The clinical symptoms in these cases were closely akin to a type 
of transient mental disorder which I reported in a paper some years 
ago under the title of ‘‘Transitory Psychoses’’ and which were char- 
acterized by fear, apprehension, suspicion, disorientation, misinter- 
pretations and illusions, which are of a cireumseribed character and 
refer mostly to immediate surroundings or happenings. 

In these cases there was very little physical disturbanee, and the 
eontent of the delusional misinterpretation was the realization of 
what the patient had feared, and anxiously anticipated before the 
onset of the illness. Let me illustrate this with a very brief deserip- 
tion of a case: 


A mine laborer came to New York from the Pacific Coast, with his savings of 
three years, amounting to two hundred and fifty dollars, on his way home to 
Hungary where his wife and six children awaited him. This sum was his entire 
fortune, and on it depended the future happiness of himself and family. He 
naturally guarded it very carefully, especially in view of the fact that he had 
heard that many of his countrymen had been taken advantage of and had had 
their savings stolen in New York City, by being drugged, ete. 

While he was waiting for the steamer, he made the acquaintance of several of 
his countrymen, with whom he had something to drink, but not to the extent of 
intoxication. On feeling for his treasure in his pocket, where he supposed it to 
be, he found it missing, and he suddenly became very exeited, going into a condi- 
tion of frenzy. 

On admission, he was in a confused, bewildered state; would not permit anyone 
to come near him, and insisted that he had been robbed; that he was being 
pursued; refused to eat and misinterpreted his surroundings; insisted that the 
doctors and nurses were trying to harm him; and although he was shown his 
money intact in his clothes, still maintained that he had been robbed and pursued 
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and that people were trying to injure and kill him. This condition persisted 
for ten days and when he recovered he had only a vague recollection of the entire 
episode. 


Here we have a mental disturbance of transient character, in which 
the patient had been, first, in a state of fear and anxious anticipation ; 
second, he had taken alcohol in a quantity not enough to intoxicate, 
but sufficient to cause a certain psychic incoordination; the result is 
an emotional upset, characterized by a delusional realization of his 
fears and apprehensions. 

I cite this particular case from a large number in our experience, 
as it illustrates very clearly the psychologic mechanism of this type 
of mental disorder in our last group. I might also add that some of 
the mental upsets following the scopolamine administration in labor, 
which was in vogue a number of years ago, were of this character. 

I have especially emphasized this last group, trivial as it might 
seem, because of its comparative infrequeney and its brief duration, 
for the reason that it teaches us a striking lesson in mental hygiene 
of the pregnant mother, to which I shall allude later. 

These one hundred and eighteen cases, which were carefully ob- 
served, and their subsequent course and termination followed, have 
shown that the old concept ‘‘puerperal insanity,’’ has no reason for 
existence. In fact, the perpetuation of the term is fraught with danger 
to the patient, and difficulty and confusion to the physician. No such 
entity as puerperal insanity exists. There are a number of different 
psychoses which may coincidentally occur at this time, which are 
extremely diverse as to their course, outcome and therapeutic possi- 
bilities. If the term ‘‘puerperal insanity’’ is permissible at all, it 
should be limited to the group of the infective exhaustive psychoses, 
because here only is there a direct and traceable relationship to the 
outbreak of the psychosis. 

But even in this group of cases, the term puerperal insanity would 
be a misnomer, as infections, toxemias and exhaustions occurring in- 
dependently of childbirth may give rise to the same train of symptoms. 

The diagnostic criteria of modern psychiatry will certainly aid in 
avoiding many dangers and blunders in prognosis. All the manic 
depressive group cases terminate favorably, with however, the possi- 
bility of recurrence. The dementia precox cases may recover from 
the episode of excitement and other manifestations, but the under- 
lying split in the psychical process may continue. 

We look for complete recovery in the infective exhaustive group, 
but in some death may occur from physical exhaustion. 

Obviously, I cannot go specifically into the details of treatment, 
except to say, by analogy, that inasmuch as no enlightened physician 
today treats a cough as a disease independent of whether it is a 
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tuberculosis, a bronchitis, an asthma, an abscess of the lung, or an 
actinomycosis, so no scientific physician can any longer treat a puer- 
peral insanity, independent of whether it is a dementia precox, a 
manie depressive psychosis, an epileptic equivalent, an alcoholic de- 
lirium, a toxic psychosis, or whatever other the individual disorder 
may be. 

What, then, is the responsibility of the physician, if these mental 
disorders are not directly related to childbearing? 

Inasmuch as these psychoses are merely incidental, is there not a 
possibility of a proper mental hygiene during pregnaney, whereby 
the mental breakdown may be prevented? 

While the value of physical hygiene is not to be underestimated, 
the real preventive work in this field must be along different lines. 
We must realize that the mind and the mental conflicts of the preg- 
nant mother require as much attention as her body and purely physical 
functions. 


Not only are these patients burdened with the cares of childbear- 
ing as a physical process, but many are struggling with enormous 
tasks of mental adjustment to the thousand and one difficulties of 
life. Financial stress; economic burdens; unwelcome children; a dull 
outlook; or a loveless life; drunken husbands; the struggle with erip- 
ples in the family; the jealousies and biting bitterness of infidelity; 
the loss of ideals and the lack of faith;—these, and many other real 
things,—I might say the most real causes of mental breakdown,—are 
undermining the very foundation of a healthy mental tone. 

These are the factors, for the disregard of which we are responsible. 
While pursuing our scientific examination, even to the extent of a 
milligram of the nitrogen content of the urine, we overlook the most 
salient psychie factors, which may precipitate a mental breakdown 
in our patients. 

A sunny room and plenty of fresh air are not going to prevent the 
outbreak of a psychosis, if the relationship toward the husband, and 
the outlook for mutual respect and healthfulness are dark and 
humiliating. 

It is of little avail to give generous advice on the matter of physical 
hygiene, and keep absolutely quiet about rotten social situations. It 
is true, many of these things cannot be remedied, even by the most 
tactful and honest and daring of physicians. An eclampsia may oc- 
eur, despite a thousand urinary examinations, which does not dis- 
courage our efforts of treatment. So too, many of these mental condi- 
tions cannot be remedied ;—such, fortunately, are in the minority,— 
vet our constant effort must be toward the goal of better mental 
hygiene. 
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The doctor must become more than the skilled mechanie,—he must 
be a mind doctor as well, and when, to his skill and intelligence, he 
adds these human qualities of clear and comprehensive insight into 
the mental conflicts of his patients,— he then becomes doctor and priest 
as of old, but with science and humanity as his aids, instead of super- 


stition and reliance upon the miraculous. 
(For discussion, see page 516.) 


CHORIOANGIOFIBROMA (CHORIOANGIOMA) 


By R. 8. Srppauu, Detroit, MIcHIGAN 
From the Obstetrical Department, Henry Ford Hospital 


C‘ OLID tumors of the placenta are so rarely encountered that such 
an experience is in itself of considerable interest. Recently, in 
the course of the routine examination of a placenta, we found a large 
chorioangiofibroma, which has been carefully studied macroscopically 
and histologically. Subsequently, a careful review of the literature 
was undertaken for the purpose of correlating our knowledge of these 
tumors. The present article then deals with the specific details of 
an observed case and a statistical study of 130 others uncovered in 
previous reports, together with an exposition of the various theories 
concerning the origin, nature, and etiology of these tumors. 


CASE REPORT 

Case History—H. F. H. case number 19967, age twenty-four years, American, 
white. Previous pregnancies, none. ‘The patient was first seen in the out-patient 
department on July 7, 1922, at which time there was nothing of significance in 
the past history, and the pregnancy had been uneventful except for early nausea 
and considerable flatulence. Onset of the last menstrual period was November 11, 
1921, from which the calculated expected date of confinement was August 18, 
1922. The general physical examination revealed no abnormality worthy of note. 
External and internal pelvimetry indicated a normal pelvis. Blood Wassermann 
reaction was negative with plain and cholesterinized antigens. Observations made 
at biweekly intervals, until the patient was admitted to the hospital, showed no 
significant abnormality, urinalyses were negative, blood pressure was never above 
130 systolic and 85 diastolic, and the head became engaged in the superior strait 
early in the tenth lunar month. 

The patient was admitted to the hospital on August 19, 1922, and the onset of 
labor pains oceurred the next day twenty-one hours subsequent to spontaneous pre- 
mature rupture of the membranes. Vaginal examination showed face presentation, 
right mentoposterior position, but an attempt to convert this to a more favorable 
position was not made because of the deep engagement. The first stage of labor 
was completed in four and one-half hours, and a second stage of about three 
hours resulted in anterior rotation of the chin and spontaneous delivery of a full 
term male child weighing 3535 grams and in excellent condition. The placenta 
separated spontaneously and was expressed from the vagina by pressure upon the 
fundus. About 250 ¢.c. of blood was lost. The child developed hemorrhagica 
neonatorum on the second day but was successfully treated by three intramuscular 
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injections of blood and a blood transfusion. The puerperium was uneventful except 
for an unexplained temperature elevation to 100.4° on the 5th day, and after two 
weeks the mother and child were discharged from the hospital in excellent condition. 


DESCRIPTION OF PLACENTA AND TUMOR 
Gross.—The placenta is irregularly oval in shape,. measuring 25 em. in its 


greatest length and 20 em. in its greatest width (Fig. 1). The amnion covering the 


(From drawing by Dr. 


Fig. 1.—Placenta showing tumor elevation on fetal surface. 
R. E. Wagner.) 


fetal surface is greenish in color due to meconium passed by the fetus before birth. 
The umbilical cord is inserted eccentrically about 4 em. from the p!acental margin. 
Occupying the center of the placenta and directly adjacent to the insertion of the 
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cord is a mass 10 x 7.5 em. which is elevated above the fetal surface, making the 
thickness of the placenta 4.5 cm. at this point as against 2.5 em. elsewhere. This, 
the tumor, is covered by amnion, beneath which several umbilical vessels pass from 
side to side. The mass is somewhat irregular in contour by reason of small 


nodular elevations, averaging about a centimeter in diameter, which show through 
the amnion as pinkish areas. On palpation these nodules have a solid, rather 
than eystie feel and are outlined by broad areas of softer tissue. The maternal 


Fig. 2.—Cross section of placenta and tumor. (From drawing by Dr. R. E. Wagner.) 


Fig. 3.—At periphery of the tumor. A, tumor: B, epithelium of tumor: C, pseudo- 
eapsule; D, normal villi. 


side of the placenta is normal and shows no evidence of the tumor. The cotyledons 
are well marked and complete. 

The placenta is bisected through its long diameter by an incision which passes 
through the middle of the tumor (Fig. 2). The latter is seen to be discrete and 
well-defined and seems to be marked off from normal placental tissue by a loose, 
thin fibrous capsule. The tumor mass does not appear upon either surface of the 
placenta, being separated from the uterine side by a layer of tissue about 2 mm. 
thick and from the amnion by a slightly thicker layer. The consistency is fibrous, 
but many blood vessels of various sizes are eut through. There are a certain number 


‘ 
AN 


SIDDALL: CHORIOANGIOFIBROMA 433 


of partial fibrous trabeculae which divide the tumor incompletely into irregular 
lobes. There is a tendency for the larger vessels to run in the trabeculae. The lobes 
for the most part appear to be made up of fibrous tissue in which lie many small 
vessels, though in certain small areas the tissue seems to be almost exclusively 
fibrous. The point of attachment and vascular connection of the mass to the 
placental tissue is not searched for; but, after securing sections for microscopic 
examination, the whole placenta is preserved in Kaiserling’s solution. 

Microscopic Examination.—The tumor is seen to be composed of the same tissues 
as are normal villi,—connective tissue, blood vessels, and epithelium,—and, in gen- 
eral, the fundamental tissue elements, the cells, are not appreciably different. How- 
ever, the relative proportions of the tissues and their relations to each other result 
in a structure which is distinctly abnormal. 


Fig. 4.—Junction of connective tissue and epithelium of the tumor with the 
chorion and amnion, A, Amniotic epithelium; B, chorionic connective tissue; C, 
chorionic epithelium; D, tumor. 


For about three quarters of its circumference the tumor is invested by epithelium 
of the syncytial type which in some parts is composed of only a single row of 
nuclei and in others is many times this thick (Fig. 3). In general it seems well 
preserved except that in several places degeneration and even necrosis have taken 
place. Just within the epithelial covering there is a narrow but definite zone of 
dense connective tissue with long spindle-shaped nuclei (Fig. 4). Toward the 
amniotie surface, where the epithelial covering is absent, this connective tissue joins 
with that of the amnion in the same way as the chorion in the normal picture (Fig. 
4). The large vessels from the cord which traverse the tumor beneath the amnion 
are invested by this tissue. . 

More than one-half of the interior of the tumor has a very loose areolar structure 
which is made up of spider and star-shaped connective tissue cells (Fig. 5). The 
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Fig. 6.—Angiomatous part of the tumor, 
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Fig. 5 — 
5.—Tumor—areolar tissue with v 
very large intercellular spaces. 
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intercellular spaces are empty in the stained sections and are irregular in size and 
shape, but tend to be large and round and are separated by very thin walls. Some 
blood-filled capillaries are found but are not numerous. In small, irregular patches 
the connective tissue is more dense and occasionally becomes quite cellular. This 
is more noticeable toward the side of the tumor near the maternal surface, and 
here about one-third of the mass, which is partially marked off by an invagination 
of epithelium on each side, gives a different picture (Fig. 6). The connective tissue 
stroma is quite dense and cellular, the cells being round or oval in shape. Small 
parts of this region give the appearance of a pure connective tissue tumor, but the 
larger portion shows many blood-filled capillaries dispersed or in groups, and the 
picture is that of typical angioma. The capillary walls are composed of only a 
sing'e layer of endothelium. 


Fig. 7.—Section of tumor showing endothelial lined spaces about the size of capillaries 
but containing no blood. 


To one side is a lighter staining lobule which is marked off from the rest of the 
tumor by a fairly definite border. This is largely made up of numerous round, 
oval, or oblong spaces separated from each other by narrow zones of connective 
tissue (Fig. 7). 


« 


These structures are the size of capillaries and are lined by a 
single layer of endothelium. The great majority have no contents, but some are 
filled with a pink-staining homogeneous substance, and an occasional one contains 
blood. Apparently we are dealing with a development of capillaries which for some 
reason have not become filled with blood. Small parts of this region are in various 
stages of necrosis and hyaline degeneration with occasionally small areas of calcifica- 
tion. 

The placental tissue outside of the tumor shows normal villi except for the 
region adjacent to the tumor. Here the villi directly next to the epithelial invest- 
ment have in most places undergone hyaline degeneration similar to white infarction 
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so as to form a thin but not complete pseudocapsule. (Fig. 5.) At points on 
the periphery where this structure is incomplete, normal villi lie against the tumor, 
and show no evidence of compression. Sometimes the epithelium of a villus seems 
to fuse with that of the tumor, but nowhere is there a direct union between normal 
villi and the tumor. The umbilical cord shows no abnormality. 


Diagnosis.—Chorioangiofibroma with fibrous tissue predominating 
but with areas showing the typical angioma structure. Placental villi 
and umbilieal eord normal. 


GENERAI, DESCRIPTION 


This growth belongs to a definite type of tumor of the placental 
villus and has a distinct structure. Although usually only one tumor 
is present in the placenta, Dienst and Ravano have each deseribed as 
many as four, Steinbuchel six, while Von Mars found one large and 
many small masses. The size of the tumors is variable, ranging from 
that of a millet seed, pea or cherry to a weight of 400 grams (Trillat), 
size of child’s head (Loebl-Rokitansky), 740 grams (Pulvirenti), and 
780 grams (Dupin et Chabaud). The great majority have been found 
as firm elevations beneath the amniotic surface of the placenta. They 
are often crossed over by large vessels, and apparently bear no con- 
stant relationship to the point of insertion of the cord or the placental 
margin. However, they have been found on the maternal surface of 
the placenta and as succenturiate lobes (Goodhart, Calderini). They 
are characteristically well defined and sharply marked off from the 
remainder of the chorionic tissue, and as a rule are easily enucleable, 
frequently having a pseudocapsule, which upon microscopic examina- 
tion is found to be composed of compressed and degenerated villi. In 
nearly one-half of the cases described, the only direct connection with 
the placenta consists of vessels entering at a single hilus, or by a 
small vaseular pedicle. No particular search for such a structure was 
made in our tumor as it was preserved for a museum specimen. Some 
authors (Von Mars and Niebergall) describe a passage over and 
transition of normal villi into the tumor tissue, but Kramer, Bode and 
Schmorl, Albert, Beneke, Finzi, Kermauner, Kohler, and others have 
searched in vain for such a structure. Dienst believed that in the 
specimens of Von Mars and Niebergall serial sections would have 
shown that there was no actual transition of tissue but only a close 
approximation as was evident in one of his tumors. Von Mars saw 
only one ‘‘villus’’ thus entering the tumor which fact suggests that 
it was really a pedicle. Usually the tumor when shelled out is found 
to be a round or oval structure, but occasionally it is made up of a 
few or many lobes which are more or less pedunculated and facetted. 
Dienst held that the first type is the result of uniform and expansive 
erowth, while the latter, he believed, showed a tendency to develop- 
ment of the tumor in the form of processes. 
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Upon cross section the surface usually gives a mottled appearance 
due to small darker areas separated by lighter colored septa which 
extend inward from a peripheral zone of fibrous tissue and earry 
large blood vessels. This picture is not so pronounced in tumors, 
or parts of tumors, where vessels are not abundant and the predomi- 
nant tissue is fibrous or myxomatous. On microscopic examination, 
the mass is seen to be composed of fibrous (often myxomatous) tis- 
sue, in which there lie small capillaries which may be arranged in 
nests or diffusely scattered through the tissues. They show different 
degrees of dilatation or may be collapsed, and their walls may be 
composed of single-layered or proliferating endothelium. The relative 
proportions of fibrous or myxomatous tissue, and vessels, may vary 
markedly in different tumors or in different parts of the same tumor. 
Degeneration and necrosis of both types of tissue have been described 
frequently, especially in the interior of larger tumors. Calcification 
and hemorrhage or blood extravasation into the tissues have likewise 
been oceasionally mentioned. In Yamato’s specimen there was hy- 
dropie degeneration with cyst formation, while Labhardt describes 
a ease of hemorrhagic infiltration which he thought was the result of 
bending of the pedicle and constriction of its vessels. The presence 
of smooth muscle fibers as mentioned by Santi, Pulvirenti, and 
Hojnaeki has not been confirmed by other observers. 

In about one-third of the specimens there was a complete, in others 
a more or less perfect, epithelial investment, made up of syneytium or 
of Langhans eells, or elements of both. This has been found in a 
single layer, or heaped up and showing evidence of active proliferation. 
Maxwell and Valeri alone deny the presence of such a covering in their 
specimens. 

The villi of the adjacent placental tissue have occasionally been 
found normal; but more frequently, and especially in the case of the 
larger tumors, they have degenerated under pressure. Usually there is 
a layer of compressed villi and fibrin next to the tumor, thus giving 
rise to a sort of pseudocapsule which resembles the ordinary white 
infaret in structure. Between this and normal placental tissue there 
may be a region in which the villi, with distended and tortuous vessels, 
are plastered together by fibrin. More will be said of this condition 
when origin and etiology are considered. 


NOMENCLATURE 


Different designations have been employed for these tumors, which 
are thus described and which undoubtedly belong to a single group. 
John Clarke did not attempt to name his tumor, but Danyau, in 1844, 
used the term organized blood clots, but says, ‘‘D’ailleurs ces tumeurs 
different tout a fait des eaillots ordinaires ect des transformations 
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habituelles qu’ils subissent.’’ Goodhart, in 1877, was undecided be- 
tween the terms ‘‘organized blood-clot’’ or ‘‘fibromyxoma,’’ while Vir- 
chow, in 1863, disregarding the numerous large and small vessels, 
called his tumor ‘‘myxoma fibrosum placentae,’’ which term was used 
for years, especially by German authors. The name ‘‘fibroma’’ was 
proposed by Kramer, Bode and Schmorl, and others. Hyrtl, in 1870, 
reported his eases under the title of ‘‘Placenta in Placenta’’ which he 
explains as meaning sarcoma of the placenta. Galabin used the name 
‘*fibrosareoma.’’ The presence of very cellular connective tissue in 
some of these tumors has led other writers to call them sarcomata 
(Nebesky), though there has never been any evidence of malignancy 
in the true sense (Albert). Dr. J. Whitridge Williams kindly made a 
statement as follows in regard to the tumor, diagnosed by him as 
sarcoma, which was reported by W. H. Cary in 1914: ‘‘I remember 
perfectly the tumor referred to by Dr. Cary. I saw it a number of 
years ago and Dr. Welch agreed with the diagnosis. With further 
experience, however, I feel that I made a mistake and that the tumor 
in question was a chorioangioma, with more connective tissue than 
blood vessel proliferation.’’ Guéniot called his tumor ‘‘ hypergenése 
des éléments normaux,’’ and Merttens considered his to be a simple 
hyperplasia of the villi. The most frequently employed terms, espe- 
cially by the more recent writers, are ‘‘angioma of the placenta’”’ and 
‘‘chorioangioma.’’ Auvard, Eras, and others called their tumors by 
the name ‘‘angiofibrome’’ of the placenta or chorion. Dienst sug- 
gested the name ‘‘angioma eapilare myxofibrosum chorii’’ as indi- 
cating the types of tissues involved. This being too long, he proposed 
the term ‘‘Chorioma’’ combined with the qualifying name ‘‘angioma- 
tosum’’ or ‘‘fibrosum’’ depending upon the predominating type of 
tissue. It would seem that the term ‘‘chorio-angio-fibroma’’ might be 
employed as covering all possibilities. 


INTRODUCTION TO TABLE I 


In Table I is given the statistical data of the 130 tumors (with ours 
131), which were found in the literature and which could be definitely 
identified as belonging to this group. The careful consideration of 
descriptions of several which have been included in the tabulation of 
other writers has led to their omission here as not genuine or at least 
very questionable. On the other hand the addition of heretofore over- 
looked eases and those recently described makes this the largest 
number yet catalogued. In the ease of nine the original reports could 
not be obtained, but the references which are indicated supplied suffi- 
cient data for verification of their character. 


The most important tumors which have been ineluded in other 
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studies of this subject, but which for various reasons are omitted 
from the tabulation, are given below: 


Margeson described a mass 10x6x3 em. which was free from the placenta except 
for a vascular pedicle, and which was believed to have prevented entrance of the 
head into the pelvis, necessitating delivery by cesarean section. The mass was 
possibly a tumor of this class, but there was no microscopic examination, and 
the gross description was not in sufficient detail for positive identification. Com- 
mandeur-Lacassagne reported a so-called angiomatous tumor which was expelled 
before the birth of a four months’ fetus and placenta,—there was no pedicle or 
place of attachment on the placenta. The tumor described by Harper in 1852 
(questioned by Kraus) has since been erroneously included in practically every 
tabulation. He says—‘‘the outside felt firm and appeared to be fibrous, and upon 
cutting into it, I found it to contain a quantity of earthy matter, in appearance 
like dry mortar’’—certainly not the picture of chorioangiofibroma. The article 
by Jeannin on tumors of the placenta presented no new tumor. Walz’ tumors of 
the placenta were mestastases from a sarcoma of the fascia lata. Eberth’s ‘‘myxoma 
diffusum’’ was a generalized myxomatous proliferation between the amnion and 
chorion. Cornil found an apparently vascular mass in the uterus one year follow- 
ing delivery. Bender called it a placental polyp. Russel’s and Oui’s cases were 
also placental polyps. Child deals with a deciduoma malignum removed from the 
uterus four months after a five months’ abortion. The reports of Fenomenow 
(questioned by Kraus) and Mark concern anomalies which are almost certainly 
distinct from chorioangiofibroma, 


probably cysts of the chorionie trophoblast of 
the Ehrendorfer and Vassmer type, and are to be distinguished from the degenerative 
softening within a solid tumor as described by Yamato. Jotten, in addition to an 
authentie case of chorioangiofibroma, described a nodule found in the placenta of 
a patient dying in convulsions which he thought was a partially organized blood 
clot (possibly a red infarct or hematoma undergoing the alterations recently re- 
described by MeNalley and Dieckmann). Schindler reported, besides a genuine 
chorioangiofibroma, a poorly defined nodule of closely packed angiectatie villi which 
he thought to be a transition between normal villi and tumor. A very similar 
structure described by Kraus is also omitted although accepted by him as possibly 
an early form. Solowij found the same picture throughout the larger part of a 
placenta, the other part of which was fibrotic. Miiller found three such cases and 
also quotes von Franque’s description of another. After a thorough study of the 
subject, which will be again referred to, he believed this ‘‘angiectasis of villi’’ to 
be a sequel of inflammation and not related to chorioangiofibroma, an example of 
which he also reported. The original articles of a few authors which possibly are 
concerned with placental tumors could not be obtained, nor did references contain 
sufficient data to determine their nature. Their names are given in the bibliography 
under a separate heading. 


OCCURRENCE 


Thus a careful search of the literature of the one hundred twenty- 
five years since Clarke has yielded only 130 descriptions of authentic 
tumors of this type which, with the one described in this paper, gives 
a total of 131. They have been found in nearly all parts of Europe, 
in America, and two are reported in the Japanese literature. It is 
interesting that the condition is not confined to man, Sparapani hav- 
ing given an excellent description of such a tumor in the placenta 
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expelled by a bitch after premature labor, the pregnancy having been 
complicated by hydramnios. He also mentions three similar cases in 
animals reported by others, including one in the cow (Morot). Nearly 
all of the tumors described for the human have been found at and 
reported from the larger clinics, and it has been suggested that many 
others are overlooked or not reported. Kraus obtained four (one of 
which is excluded from this series as not authentic) in less than a 
year at one obstetrical clinic in Vienna. But, Leopold found only 
one tumor in 7000 to 8000 placentae which he carefully examined. 
Brindeau and Nathan-Larrier in six years found four among the 
placentae from different hospitals of Paris. On the other hand, they 
believe that this apparent rarity is due to the fact that small tumors 
are not reported (also suggested by Storch in 1878 and by Kraus), as 
they have frequently found nodules resembling the larger tumors in 
structure. They were apparently especially associated with albumin- 
uria. Exeept for the relation to albuminuria, experience with the 
routine microscopic examination of placentas has confirmed the fre- 
queney of such findings. However, their identity with true chorio- 
angiofibroma has not yet been proved. 

A statistical study of the data gathered from the case reports shows 
no relation between the frequency of occurrence and age, or parity. 
In 84 eases the parity of the mother was noted—primiparae 37, multip- 
arae 47, about the usual ratio. Of the 78 patients in whom the age 
was mentioned, 52 were between twenty and thirty-five years, the 
usual childbearing age period; while 9 occurred in patients younger 
than twenty and 17 in those older than thirty-five. Multiple preg- 
naney was present 5 times in the series. In 92 cases, where the con- 
dition of the mother was mentioned, the presence of certain symptoms 
or signs of disease were noted as follows: nephritis or (so-called) 
toxemia 10 times; syphilis 4 times; cardiae disease and eclampsia 
twice ; endometritis, hypertension, and pyelonephritis once each. These 
tumors are definitely associated with only one abnormality of preg- 
nancy, namely, hydramnios, which in this series was present 32 times, 
while increased amniotic fluid was noted in 4 other cases. Thus 
hydramnios or increased amniotic fluid occurred in 32.7 per cent of 
the 110 cases where a note was made concerning pregnancy or labor. 
or in 27.5 per cent of the entire series. This relation will be discussed 
further. 


(To be concluded in November) 


PREGNANCY GLYCOSURIA WITH HYPERGLYCEMIA* 
By SAMUEL BERNARD SCHENCK, M.D., BrRooKLyn, N. Y. 


(Associate Gynecologist, Jewish Hospital, Instructor in Obstetrics and Gynecology, 
Long Island College Hospital) 


HE appearance of sugar in the urine during pregnancy has for a 

long time been considered a matter of great importance. When routine 
urinalysis in prenatal examination shows a reduction of Fehling’s solu- 
tion, in many eases further examination will show that the sugar 
is lactose and not glucose. Cron’ in 2200 cases found a percentage of 
3.5 with lactosuria. Williams? reports 5 per cent, while with more ac- 
curate chemical methods Commandeur and Porcher*® found a lactosuria 
in 80 per cent. In view of the frequency of lactosuria and its unim- 
portance it is essential that it be ruled out. However, in a ease of true 
glycosuria, it becomes necessary to determine the sugar content of the 
blood. Rowley* reported from the Mayo Clinie that the normal range 
for blood-sugar concentration in normal pregnant women was from 
0.09 to 0.11 per cent, the same as in the nonpregnant. 

Glycosuria in pregnancy has been assumed to be due to one of several 
causes. The most serious is true diabetes mellitus. Alimentary gly- 
cosuria and renal glycosuria may occur, and also the condition deseribed 
by Wallis and Bose® as intermittent glycosuria. The latter conditions 
are all differentiated from diabetes mellitus by a normal blood sugar, 
in addition to other findings to be described later. 

I have recently observed several cases that seem to be of a different 
type, and I have been unable to find any other similar eases deseribed 
in the literature. These cases may be briefly described as presenting 
a glycosuria together with a hyperglycemia during pregnancy, both 
findings disappearing after delivery. 

If a woman with diabetes mellitus becomes pregnant, a condition 
which fortunately does not occur so very frequently because sterility 
is common in diabeties (DeLee*) the condition is very serious and it may 
be necessary to induce abortion and premature labor in a grave ease. 
Cron!’ states that the condition should be earefully watched and unless 
a carbohydrate equilibrium ean be maintained, pregnancy should be 
terminated, the advantages of cesarean section under nitrous oxide and 
oxygen anesthesia being kept in mind. It is, however, occasionally safe, 
particularly in a ease of diabetes of many years’ standing, (Joslin’) to 
permit the pregnancy to go to term under careful observation of the 
urine and blood-sugar eontent and a rigid diet. With the addition of 


*Read before the Brooklyn Gynecological Society, meeting of March 7, 1924. 
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insulin to the armamentarium of the physician in his fight against dia- 
betes, it may prove feasible to induce labor less often and carry more of 
these patients to term. Raveno® reports a recovery in a ease of diabetic 
coma complicating pregnancy by the use of insulin. 

Occasionally true diabetes mellitus may begin during pregnancy. 
Perez® reports a case of typical diabetes mellitus developing in a 
previously healthy but obese woman in her second pregnancy. She was 
earried along by conservative treatment to term and was delivered of 
a large cyanotic baby which died in thirty minutes. Joslin gives a better 
prognosis for this type of case, a pregnant woman who develops diabetes, 
than in the type previously described, the diabetic patient who becomes 
pregnant. Bell’® reports two cases carried to term, both mothers and one 
of the babies surviving, and pleads against unnecessary induction of 
labor and sacrifice of the child. 

Alimentary glycosuria is more apt to occur in the pregnant than the 
nonpregnant woman because she is more apt to commit dietary in- 
diseretions, because there may be a temporarily lowered renal threshold 
(Lemann"'), or because of a decreased glycogen function of the liver 
(DeLee®). 

Renal glycosuria, a glycosuria without hyperglycemia, has often been 
observed during pregnancy. By estimation of the blood sugar diabetes 
mellitus is ruled out. Most men believe that this condition is of no 
importance and is not dangerous (Wallis and Bose,® Bell,1® Lemann**). 
Joslin cites a case where glycosuria appeared during pregnancy in 1909 
and appeared also in four subsequent pregnancies, disappearing in the 
interim, the highest blood-sugar concentration at any time being 0.11 
per cent. He is, however, so skeptical of renal glycosuria save after 
years of observation that the patient is advised by him to lower the 
carbohydrate intake one-third, to restrict actual sugar, and to keep 
underweight. 

In intermittent or transitory glycosuria, sugar appears in the urine 
at irregular intervals without any relation to diet (Wallis and Bose,° 
‘R. L. Wallis??). Hyperglycemia is not present. Polyuria was often 
noted. Wallis and Bose ascribed this condition to excessive function 
of the pituitary gland and cite the glucose tolerance test which they 
found to substantiate their theory of this condition. They have noted 
symptoms of pituitary hyperactivity, such as increased intracranial pres- 
sure and a hyperexcitability of the sympathetic nervous system. When 
these cases were followed after delivery, it was noted that as in the eases 
deseribed as renal glycosuria, this finding disappeared after the birth 
of the child and until the patient became pregnant again. 

These cases of glycosuria without hyperglycemia in the pregnant 
woman, whether renal glycosuria or intermittent glycosuria, should 
not be dismissed, as many eases reported in the literature should make 
us realize that there is an element of danger in this type of case. DeLee 
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states that he believes this condition to be the first warning of true 
diabetes. Futcher’*® writes that in rare instances diabetes appears to 
be induced by pregnancy, glycosuria first manifesting itself during the 
pregnant period. Joslin’ cites one case with glycosuria in 1897 during 
pregnancy which disappeared after delivery (of a dead child) and 
returned nine years later in the form of severe diabetes. Foster* re- 


ports a case where glycosuria disappeared after two pregnancies but 
after the third became real diabetes with all the classical symptoms. 


I have observed several cases which cannot be classed in any of the 
groups that have been described and I have been unable to find previous 
description in the literature of similar eases. These patients have had 
not only a glycosuria, but also a hyperglycemia, occurring during the 
pregnancy, and after delivery both the glycosuria and the hyper- 
glycemia disappeared. They differ from renal glycosuria in that they 
present a hyperglycemia which is supposed to be the line of demarcation 
between renal glycosuria and diabetes mellitus, but they nevertheless 


have no symptoms, feel perfectly well, and after delivery lose their 
glycosuria and hyperglycemia. 


CASE 1.—Mrs. P. 8., thirty years old, seen for the first time on October 31, 1922 
had never been ill. 


She had two children, ten and five years old, pregnancies and 
Physical examination showed a well-developed woman, a little 
obese, normal head, neck, heart and lungs. The fundus uteri was at the level of the 
umbilicus corresponding with the menstrual history, the last menstruation having 
occurred on May 17, 1922. The fetal heart sounds were normal. The pelvic examina- 
tion showed the diagonal conjugate ample and a cervix with bilateral lacerations. 
The blood pressure was 110 systolic and 60 diastolic. Urinalysis negative. She 
came to the office for her next prenatal visit on November 28, 1922, feeling per- 
fectly well. Urinalysis, however, showed a reduction of Fehling’s solution. She 
was referred to an internist who found that the urine had 1 per cent glucose and 
that the blood-sugar concentration was 0.132 per cent, with the stomach empty. 
Her carbohydrate intake was restricted and I observed her closely during the re- 
mainder of her pregnancy. She felt well although the glycosuria persisted. On 
January 24, 1923, she had spontaneous delivery, one month before the expected 
date of confinement, of a small but healthy infant. On January 30, 1923, there was 
no glycosuria and a blood chemistry showed a glucose concentration of 0.093. She 
has remained well and sugar free to date. 


labors were normal. 


CASE 2.—Mrs. A. C., thirty-three years old, seen for the first time on February 
5, 1923. She had never been ill. She had one child five years old, normal preg- 
nancy and labor. Her last menstrual period had occurred on August 11, 1922. She 
weighed 150 pounds. Examination showed normal head, neck, heart and lungs. 
Fundus uteri was 23 em. above the symphysis pubis. Fetal heart sounds were nor- 
mal. There was a lacerated pelvic flcor and cervix. The blood pressure was 115 
systolic and 60 diastolic. Urinalysis showed no pathologie finding. The patient 
felt well. On two subsequent prenatal visits there were no pathologic findings, 
but on March 19, 1923, a reduction of Fehling’s solution was noted. The labora- 
tory reports showed a glycosuria of 2 per cent and a blood-sugar concentration of 
0.148 per cent. This patient was scen every week throughout the remainder of 
her pregnancy and was placed on a moderately restricted carbohydrate diet. The 
glycosuria persisted although the patient felt well. She delivered spontaneously 
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of a living child at term, on May 22, 1923. Puerperium normal. Examination 
on June 20, 1923, showed the absence of glycosuria and a blood-sugar concentra- 
tion of 0.096 per cent. The patient has remained well and sugar free to date. 
CASE 3.—Mrs. I. E., twenty-eight years old, seen on December 8, 1923, referred 
by her physician with a diagnosis of diabetes and pregnancy. She had never been 
ill before and was pregnant for the first time. Her last menstruation had occurred 
on April 8, 1923. She had felt perfectly well until a week before I saw her when 
she complained of a slight pruritis vulvae. Her family physician examined the 
urine and found a reduction of Fehling’s solution. She fe't well, her pruritis hav- 
ing been relieved by the use of an ointment. The blood pressure was 120 systolic 
and 70 diastolic. Fundus uteri reached 33 cm. above the symphysis pubis. <A 
laboratory report showed that the reduction was due to a glycosuria 2.7 per cent, 
the blood showed a glucose concentration of 0.176 per cent. The patient was 
placed on a carefully restricted carbohydrate diet, but the findings persisted, and 
yet she felt perfectly well. She was delivered on February 2, 1924, by a low 
forceps operation. The child was large and had a harelip and cleft palate which 
was subsequently operated on at Bellevue Hospital. Several urinalyses done since 
have shown the absence of a glycosuria. ‘‘No blood examination was permitted.’’ 


These three cases differ fundamentally from the renal glycosuria and 
the intermittent glycosuria in that in each case there was a hyper- 
glycemia in addition to the glycosuria. After delivery both the gly- 
cosuria and hyperglycemia disappeared. After the puerperium these 
patients were instructed to live on a low carbohydrate diet, were shown 
how to take moderate exercise, and were impressed with the fact that 
they must not permit themselves to grow fat. 


CONCLUSIONS 


1. In addition to the renal glycosuria and intermittent glycosuria of 
Wallis and Bose, the only two conditions that have been described as 
glycosuria occurring in the pregnant woman exclusive of true diabetes 
and alimentary glycosuria, another type exists that has not previously 
been deseribed, pregnancy glycosuria with hyperglycemia, both the 
glycosuria and hyperglycemia disappearing after delivery. 

2. If blood chemical examinations were made more frequently in the 
large prenatal clinics, many cases might be found which belong in this 
group. 

3. This condition may be due to disturbed function of the thyroid or 
other endocrine glands during pregnancy, but I believe that it is a pre- 
diabetic condition. 

4. Since cases have been reported where renal glycosuria in pregnancy 
subsequently developed true diabetes mellitus, it is reasonable to be- 
lieve that cases of pregnancy glycosuria with hyperglycemia are even 
more apt to develop into eases of true diabetes mellitus. 

5. These patients should be carefully observed for a long period after 
delivery, and urinalyses and blood-sugar determinations should be made 
at regular intervals so that if diabetes should develop an early diagnosis 
may be made. 
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6. They should be instructed to live on a restricted carbohydrate diet 
and should not be permitted to become obese. 
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EARLY CARCINOMA OF THE CERVIX* 
By E.tise 8S. L’Esperance, M.D., New York 
(From the Department of Pathology, Cornell University Medical College.) 


HE early diagnosis of cancer is probably the most important subject 

in oncology at the present time and nowhere is this necessity greater 
than in malignant neoplasms of the uterus. It is a well-established 
fact, gleaned from the statisties, that cancers of the uterus are first in 
point of frequency of all malignant tumors in women, and occupy a 
doubtful second rank among all cancers in both sex. 

There is still another reason for their importance. They not only 
rank high in point of frequency but even with the most modern thera- 
peutic measures a record of over 50 per cent mortality still persists. 
There appears only one way to combat this deplorable state of affairs 
and that is by the recognition of the process in its earliest stages. To 
accomplish this desired solution, as the gross manifestations are often 
insignificant and in some instances inaccessible, one must become fa- 
miliar with the earliest histologie changes which are known to precede 
the fully developed, highly destructive neoplasm. 

Under the caption ‘‘precancerous conditions’’ many atypical over- 
growths of epithelium that have been shown to antedate the develop- 
ment of carcinoma, have been considered. A large amount of literature 
has accumulated on this subject and a long discussion has been waged 
over the term. Hansemann and Pick have vigorously denied that it is 
possible to distinguish histologically a precancerous process, and many 
following this school of teaching deny the existence of such a lesion, 
contending that a ease either is or is not a cancer. Just this theory 
it seems to me has been one of the great hindrances in the recognition 
of early carcinoma. That the carcinomatous process is a distinctly evo- 


*Read before The Brooklyn Pathological Society, January, 1923. 


i 


462 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


lutionary one, having a starting point, pursuing a known course to a 
definite termination, is a well-known fact. Therefore, it seems reason- 
able to infer that one may encounter the disease in any one of its 
phases. 

In a consideration of the subject of early carcinoma of the cervix, 
it seems desirable to mention the two distinct anatomical areas in the 
cervix: The portio with its stratified epithelium and the cervieal canal 
lined by cylindrical cells and harboring in its stroma many racemose 
secreting glands. This complex character gives a very unusual picture 
to many of the pathological lesions encountered here and tends to en- 
courage an astonishing facility for the transformation of eylindrical 
into stratified epithelium. (Fig. 1.) 

Ruge and Veit, in discussing cervical carcinomas, maintain a rather 
sharp distinction between neoplasms arising from the cervical canal and 


Fig. 1.—-Cervical erosion with marked metaplasia: A shows sharp contrast between 

typical cylindrical epithelium and atypical stratified cells. 
those taking their origin in the portio. After all, this can only be a 
classification based on anatomical and clinical data. From the histo- 
logical standpoint no such distinction can be made. Many highly 
malignant tumors reveal an overgrowth of both types of cells and it is 
not unusual to find a squamous eell cancer arising within the cervical 
eanal (Cullen) and vice versa, papillary adenocarcinomas are observed 
arising in the deeper structures of the portio. 

The loose relationship which exists between stratified and cylindrical 
epithelium in this region results in active metaplasia. This may be 
variously interpreted. First it may be physiologie reaction frequently 
observed in the endometrium after the menopause (Klein and Mueller). 
On the other hand, islands of squamous cells have been described as 
occurring in the lining epithelium of the uterus in young infants (R. 
Meyer, Friedlander). Werth has found it associated with the regenera- 
tive changes following curettage. In long-existing inflammations it is 
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frequently encountered. Epidermization, therefore, may be considered 
as part of a physiologic process, as a congenital condition or as the 
result of prolonged irritation. It is in this latter relation to inflam- 
mations that it most frequently enters the picture of the precancerous 
process. The best explanation of this active epidermization, I have 
found, is that advanced by Hitsehman. He suggests the possibility that 
the cells retain the latent embryonic character of the Mullerian duct, 
which is capable of developing indifferently either squamous or strati- 
fied epithelium. (Stone.) 

The study of early carcinoma of the cervix is so closely related to 
cervical erosions and polyps that a brief review of them seems indi- 
eated. It has been stated that some form of chronic endocervicitis 
precedes cancer in over 75 per cent of cases (Polese). Persistent 
trauma with the resulting chronic inflammation, as a factor in the pro- 
duction of cancer, is fully proved in the literature. The fact that 95 
per cent of women who develop carcinoma of the cervix have borne 
children, seems to confirm this statement. 

Cervical erosions and cervical polyps undoubtedly contribute the 
largest percentage of so-called precancerous conditions and it is in them 
we encounter the best histological examples of a distinetly atypical epi- 
thelial proliferation. In the papillary erosion not infrequently one sees 
an atypical overgrowth combined with a gland hypertrophy and hyper- 
plasia showing some of the features of an adenoma. This is well illus- 
trated in case 5908. (Fig. 2.) Here there is an extensive glandular 
proliferation. The papillary structure is excessive, showing many areas 
with little if any stroma between contiguous papillae. In certain parts 
this overgrowth is so marked that it is difficult to determine whether 
early carcinoma has not already become established. There is, however, 
only a slight degree of anaplasia and very little hyperchromatism. Epi- 
dermoidization is marked but there is no evidence of active mitosis, and 
heterotopia and invasive qualities are absent. Therefore, we feel there 
is insufficient histological evidence to warrant the diagnosis of a begin- 
ning neoplasm. 


Cervical polyps may precede or be associated with erosions and form 
a large group in which atypical proliferative changes are manifest. 
They usually tend to an excessive overgrowth of eylindrical epithelium, 
giving a glandular character to the picture. Fig. 3 will serve to dem- 
onstrate this structure. In this section we have a marked hyperplasia 
of glands so numerous as to rest one against the other, without inter- 
vening stroma. Mucoid degeneration of the epithelium appears as a 
prominent feature. The anaplastic qualities of the cells are slight and 
there is little hyperchromatism. Still, we consider this case precancerous 
on account of the degree to which the glandular overgrowth has pro- 
gressed and the tendency to atypical qualities in the cells. 
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These two cases will serve as types of what we consider possibly as 
precancerous conditions in the cervix. 

We base an interpretation of the precancerous lesion on the degree 
to which the proliferation has progressed and the histological characters 
of the cells. Where there is loss of normal stratified layers, an inerease 
of staining reaction in the nuclei, with a tendency of the papillae to 
erow downward, the growth of cells, we believe, has passed the stage of 
inflammatory hyperplasia and is beginning to show some of the fea- 
tures of a malignant process. Therefore, the inference may be drawn 
that this pathological momentum of cell proliferation, the inciting fac- 
tors continuing, may in certain instances pass beyond an inflammatory 


Fig. 2.—Papillary cervical erosion, “precancerous.” 


reaction and become definitely neoplastic. That such a life history may 
be read in numerous cancers is fully attested in the literature (Rubin, 
Schauenstein, Cullen and Ewing). 

There is another very important point in the consideration of cervical 
erosions and the apparent relation which they bear to early carcinoma. 
Ruge and Veit have long expressed the opinion that erosions were by no 
means innocent and unimportant. They may not only serve as the 
starting point of cancer, but may also present an apparently benign 
mask, behind which early carcinoma gains a fatal headway. 

A discussion of precancerous conditions in the cervix, no matter how 
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brief, would be incomplete without mentioning a relatively rare but 
nevertheless characteristic atypical overgrowth of squamous epithelium, 
leukoplakia. Von Franque first described this lesion in the cervix and 
reported two cases, one of which developed cancer six years after the 


appearance of the leukoplakia patch. Just what relation this disease 


Fig. 3.—Papillary glandular erosion marked by overgrowth of cylindrical epithelium. 
Wi 
Fig. 4.—Leukoplakia of cervix with thickening of stratified epithelium and hornification. 


bears to syphilis is still undetermined. About one-half of the reported 
cases were associated with a luetie infection. Of the two eases described 
by Stone, one gave a definite luetie history, while in the other case no 
such history could be obtained. 


Fig. 4 is a typical ease of leukoplakia of the cervix associated with 
syphilis, which was apparently congenital. It shows very well the char- 
acteristic excessive epidermoidization of the stratified epithelium with 
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hornification. There is a tendency for the papillae to grow downward 
with irregularity of basal layer. We have in this instance a rather 
remarkable picture—overgrowth of surface epithelium beneath typical 
patches of leukoplakia, associated with a syphilitic history. Syphilis 
as a factor in cervical carcinoma is suggested in a recent series of cases 
in which 8 per cent gave a syphilitic history. (Martzloff.) 

Leukoplakia of the tongue has long been considered as an etiologic 
factor in the development of epithelioma of the tongue and possibly it 
may hold the same undesirable position in the pathogenesis of certain 
cervical cancers. 

With this short summary of precancerous lesions we may approach 
the subject of its relation to early carcinoma of the cervix. Just what 
do we mean by an early carcinoma and is it possible to differentiate it 
from a precancerous change? One must admit the task is fraught with 
difficulties. Nevertheless, I believe that a precancerous lesion is only a 
potential carcinoma; some but not all go on to develop cancer. Whereas 
early carcinomas are miniature, fully formed cancers which, if unmo- 
lested, will ultimately develop into highly destructive, malignant neo- 
plasms. What are we then to consider as the criteria of a miniature 
earcinoma? The consensus of opinion in the literature seems to be that 
where there is a marked proliferation of anaplastic epithelium progress- 
ing beyond that encountered in the precancerous process ; a downgrowth 
or heterotopia of atypical hypertrophied papillae, composed of ana- 
plastic cells, wide variation in the size of the nuclei; one is justified in 
the diagnosis of early carcinoma. (Rubin, Schottlander, Kermauner, 
Ewing, Schauenstein.) When we have added to this the development 
of epithelial pearls and various stages of active mitosis there is little 
doubt that one is dealing with a fully formed, though localized, malig- 
nant tumor. (Cullen.) 


During the past few years, by a routine, histologic examination of 
all gynecologic material, we have obtained a series of cases which I 
believe illustrates the possiblity of recognizing the earliest forms of 
cervical cancer. 


The first case, 9444, may be grouped as an early epidermoid carcinoma of the 
portio. The patient, a widow fifty-two years of age and the mother of six chil- 
dren, complained of excessive and irregular bleeding. She had consulted several 
physicians and been told that her symptoms were referable to the menopause. 
Eventually she was referred to the New York Hospital where a complete hysterectomy 
was performed. An examination of the gross specimen revealed a uniformly en- 
larged uterus with thickened endometrium. The cervix was enlarged and cystic 
and at the edge of an old laceration there was an irregular eroded area about one 
and a half by two em. in size. The border was sharply marked off from the 
smooth glistening surface of the portio and appeared slightly elevated. (Fig. 5.) 
The histologic examination of the endometrium shows a glandular hyperplasia with 
diffuse myomatosis. Sections were taken through the eroded area in the cervix 
and reveal an atypical proliferation of stratified epithelium which forms a sharp 
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contrast to the normal layers. (Fig. 6.) In one part these atypical cells are seen 
to invade the glands. The basal layer is missing and the cells lack differentiation, 
appearing as irregular polyhedral forms with absence of pavement character. The 
nuclei present interesting features. They are all deep staining and of various sizes 
and show phases of active mitosis. (Fig. 7.) Occasional pearl formation may be 
seen. (Fig. 8.) 

In this case we have nearly all the criteria of a cancer process: Het- 
erotopia and beginning invasive tendencies; atypical qualities of the 
cells; anaplasia; irregular and indefinite outlines of the cells; hyper- 


Fig. 5.—Illustrates extensive erosion of cervix with cysts. A, Indurated area of early 
carcinoma as shown in following histologic sections. 


and beginning loss of polarity and atypical overgrowth of cells. A, Normal; B, 


chromatism with variations in size of the nuclei; active mitosis and 
pearl formation, in a localized growth. This suggests the early stage 
of a rather unusual carcinoma of the cervix, the acanthoma, in which 
epithelial pearl formation is a prominent feature. 

Cullen has recently described a similar case arising in the cervical 
eanal. He claims never to have seen epithelial pearls in any condition 
of the cervix other than cancer. Martzloff reports one which closely 
resembles that described, in which there was added an unusual varia- 
tion in mitotie figures. 
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Fig. 6.—Illustrates line of demarcation between normal stratified cervical epithelium 
if 


168 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


The criticism may be offered that one finds these changes in a pre- 
cancerous process. In refutation of this statement I would like to point 
out the fact that the histology of early ecareinoma varies in different 


Fig. 7.—Island of atypical epithelium infiltrating deeper structures. Note variations 
in size of nuclei. 


Fig. 8.—Characteristic pearl formation. 


regions and what might be termed an inflammatory hyperplasia in one 
organ may well prove to be an early carcinoma in another situation. 
There are numerous illustrations of this specific organoid reaction. 


™ 
j 
AK 
\ ~ 


lL. ESPERANCE: EARLY CARCINOMA OF ‘THE CERVIX 469 


Take, for example, the endometrium—adenomas here are practically 
always malignant, whereas the same degree of overgrowth in the thyroid 
gland is entirely benign. One might take for comparison the common 
papilloma of the skin which is usually benign but often shows an active 
mitosis and occasional pearl formation without indicating malignaney. 
I must agree with Cullen that in my experience pearl formation and 
active mitosis in the cervix, except in a malignant process, is extremely 
rare. Of course, mitosis must oceur for the regeneration of tissue; 
nevertheless it is strange one encounters it so seldom in erosions and 
precancerous conditions in this organ. 

The second case presents a different picture and might be elassed as a very 
early plexiform epidermoid carcinoma. The patient, a married woman, forty-three 


Fig. 9.— Distinct overgrowth of anaplastic stratified epithelium. 


Fig. 10.—Cervical gland infiltrated with atypical transitional cells. 


years old, and the mother of eight children, gives the common history of excessive 
and prolonged menstruation. Examination of the cervix revealed a small indurated 
and ulcerated area on the anterior lip, bleeding on the slightest trauma. A small 
piece of the eroded spot was removed for diagnosis. 

On microscopical examination we find a more marked overgrowth of atypical 
stratified epithelial cells than that encountered in the first ease. (Fig. 9.) There is a 
greater loss of differential character and more intense hyperchromatism. The 
variation in the size of the nuclei is prominent. Strands of imperfectly outlined 
cells pierce the stroma, encroaching on the glands. In one area a gland appears 
infiltrated with anaplastic, transitional cells, forming a localized foeus of typical 
eaneer. (Fig. 10.) The morphologic changes in this case are more apparent 
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and seem to illustrate a more fully developed, though early cancer. On gross 
inspection in this case, we have a demonstrable lesion, which a keenly alert surgeon 
recognized as suspicious. The growth undoubtedly has progressed to a more 
characteristic neoplastic stage than the first case. Still, it is distinctly localized 
and offers an excellent chance of permanent cure. 

In the third case we have not only an unusmal neoplasm, but the age of the 
patient would not suggest a malignant tumor. She was a married woman, twenty- 


Fig. 11.—Extensive papillary overgrowth of cylindrical epithelium. Papillary adeno- 
carcinoma of cervix. 


Fig. 12.—Reveals more anaplasia than previous section, with distinct hyperchromatism 
and invasion. 


two years old, and had had one child. The complaint, as usual, was prolonged 
and excessive menstruation. On examination, the cervix appeared hypertrophied 
with ectropium. The external os was widely open and filled with a fungating mass 
composed of fingerlike processes of considerable length. They were deep red in 
eolor and bled easily. The epithelium of the portio was eroded and granular; 
this erosion involved both lips. A small piece of tissue was removed from the 
polypoid mass for diagnosis. Microscopical examination shows a hyperplasia of 
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papillae covered by one or more layers of deep staining gland epithelium. The 
growth is irregular, with branching strands interlaced with one another. (Fig. 
11.) The glandular character is maintained throughout. The degree to which the 
hyperplasia had progressed, the atypical qualities of the cells, the hyperchromatism 
of the nuclei with invasion, demonstrates the malignant character of this process. 
(Fig. 12.) 

The point of interest in this case is the age of the patient. Carcinoma of 
the cervix in a woman under 25 years is relatively rare and, when it does occur, 
is apt to pursue a more rapid course. 


Early adenocarcinoma, involving the portio and apparently bearing 
a more or less direct relation to a papillary and glandular erosion, is 
not frequently observed. 

There is evidence here, I think, of the probable histogenesis of some 
forms of papillary adenocarcinomas of the cervix from the glandular 
overgrowth in erosions. The question may be raised and justly that 
the bulk of the tumor protruded from the os, but in answer to that the 
statement may be made that a bulky papillary growth involving the 
portio in the region of the external os would give the impression of pro- 
trusion from the opening. It seems quite possible that the glandular 
overgrowth we have observed in similar erosions may have been the 
starting point of this particular neoplasm. This is further confirmed 
by the fact that there was an associated erosion in this ease. 

The fourth (9583) and last case is one of fully malignant carcinoma arising 
in the stratified epithelium of the portio. The clinical history is not available. 
Inspection of the gross specimen reveals an enlarged uterus with elongated hyper- 
trophied cervix. Surrounding the external os there is an annular ulcerated area 
involving both lips of the cervix and extending nearly to the fornices. (Fig. 13.) 
There is some induration and on cross section only slight infiltration and excavation 
appear. The histologic picture is that of a fully malignant plexiform carcinoma. 
(Fig. 14.) Strands of atypical anaplastic epithelium form a network of inter- 
lacing cords pushing their way into the stroma. This plexiform arrangement 
is characteristic of the majority of carcinomas in the portio. 


By this series of cases we have attempted to demonstrate the early 
stages through which cervical carcinomas pass in their evolution to de- 
structive, malignant neoplasms. We feel that they illustrate the various 
types involved in this process. First, the early epidermoid cancers of 
acanthoma structure with pearl formation. These are infrequent but, 
as in other localities, they develop rapidly. Second, the common transi- 
tional form of plexiform epidermoid carcinoma, which usually falls into 
two distinct groups. One, spreading widely over the surface, extend- 
ing even to the vaginal wall, without deep infiltration or ulceration, 
is eradicated with difficulty even in the early stages. The other arising 
in a small focus appears to have a lessened rate of growth and may be 
completely removed if recognized early. 

What gross anatomical structures do carcinomas of the cervix present 
and how ean we recognize them by clinical examination? There is one 
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form appearing as a small indurated ulcer near the external os. This is 
circumscribed and superficially seems localized. But while maintain- 
ing this limited surface lesion, it early infiltrates the deeper structures, 
giving an increased hardness to the cervix. This renders complete re- 
moval difficult except in the earliest stages. These small ulcers bleed 
easily, thus differing from the erosion. As the disease progresses, larger 


Fig. 13.—Fully malignant early carcinoma of cervix. 


Fig. 14.—Fully malignant carcinoma of cervix. 


areas of the portio are involved and there is beginning excavation. 
Gradually the lesion extends and involves the entire portio in an exea- 
vated necrotic tumor mass. 

Another form occurs as a papillary outgrowth on the portio or just 
within the cervical canal. This small papilloma gradually increases in 
size, spreading superficially to cover the entire portio. Its progress is 
characterized by the superficial growth of eauliflower-like masses which 
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may entirely fill the vagina and produce implantation tumors on the 
vaginal wall. This type gives visual evidence even in the early stages 
and on account of the feebler infiltrative qualities it possesses, presents 
a favorable field for radical removal, if recognized early. 

The most insidious form is one arising in the deeper tissues of the 
portio or in the cervical canal. These grow without giving evidence of 
their presence until well advanced. They usually extend in an annular 
ring in. the deep structures of the cervix. This may give a peculiar 
denseness to the cervix when the tumor is fully developed. The surface 
of the portio long remains uninvaded. In fact, in one ease of this kind 
which I observed at autopsy there was complete excavation and de- 
struction of the cervical canal, perforation into the posterior culdesac 
with generalized peritonitis, yet the external os was closed and the por- 
tio presented a smooth, unbroken surface. Fortunately, these deep 
cancers of the cervix are relatively rare, for in this disease gross in- 
spection is practically useless. In Cullen’s case of early carcinoma, 
which we have referred to, the growth was situated just abave the 
internal os in a position beyond the reach of any mode of diagnosis 
except the curette. It was only recognized in this instance in routine 
histologic examination of curettings from a myomatous uterus. The 
value of curettage combined with microscopical examination cannot be 
overestimated in the diagnosis of all early cancers of the uterus. 

The course of cervical cancers has considerable influence on the unsue- 
cessful treatment. Early involvement of the parametrium and regional 
lymph nodes is the rule in the infiltrating form, and is found in the 
mature cancers of all types. This takes place by direct permeation or 
through the lymphaties. Baisch coneludes that regional nodes are in- 
vaded in 33 per cent of operable cancers of the cervix. The rate of 
growth appears to be slower after involvement of the parametrium and 
there is little tendency to involve distant regions. Nevertheless, exten- 
sion to contiguous structures, bladder and rectum, may be relatively 
early. 

The early diagnosis of carcinoma of the cervix is the goal toward 
which we are striving and it may well be asked just how this desirable 
aim may be accomplished. In reviewing the clinical histories of our 
eases and those presented in the literature, one is impressed with the 
insignificance and often entire absence of clinical manifestations of the 
disease in its incipient stages. Irregular and excessive menstruation, 
the common symptom, may indicate the presence of any one of a 
number of pathologie conditions in the uterus. But irregular bleed- 
ing in women over 35 years, or the apparent reappearance of men- 
struation after the menopause is sufficiently important to warrant a 
thorough investigation to determine if possible the cause of the 
symptom and the nature of the disease. If inspection of the cervix 
reveals even a small cervieal lesion, it should be regarded as poten- 
tially a preeancerous process and tissue removed for histologic study 
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If we can create a highly suspicious attitude in the minds of clini- 
cians toward all cervical lesions in women of cancer age, no matter 
how seemingly innocent they may appear, and if we emphasize suffi- 
ciently the importance of histologic examination of routine gynecologic 
material, especially tissue removed from the uterus and cervix, a 
distinct advance toward the early diagnosis of cancer will have been 
made. 

These clinical suggestions are all very well for those patients who 
consult a physician for some definite symptom. Unfortunately, leu- 
corrhea, menorrhagia and metrorrhagia are usually found as late 
manifestations of the fully established disease. How then are we to 
reach the early eases, presenting no clinical symptom of sufficient im- 
portance to indicate the need of a physician? Undoubtedly, by the 
systematic vaginal examination of women in the cancer zone, espe- 
cially those who have borne children, to the end that any damage sus- 
tained at the time of delivery may be repaired and thus one factor in 
the production of cancer removed. 

The objection has been raised that it is almost impossible to per- 
suade women to submit to this routine examination. This objection 
must be met by a broader education of the public in the known facts 
regarding cancer; impressing on them curability if treated early and 
then instill into their minds the idea that consultation with their phy- 
sician is not a serious matter and does not mean a radical operation. 
They do not feel alarmed when they consult a dentist semiannually. 
Why then should they entertain any dread to submit to a physical 
examination at regular intervals? We are all creatures of habit. If 
this routine examination could become as casual a procedure as our 
visits to the dentist, we would have removed one of the greatest ob- 
stacles in the control of cancer in women. 

When we bring the publie to the point of realizing that cancer is 
a curable disease if recognized early; when we have supplied proper 
facilities for routine examinations; when we have impressed the physi- 
cians with the importance of complete physical examinations, no 
matter what the predominating symptom may be, and when we add 
to this a broader knowledge of the early gross and microscopical 
changes encountered in the incipient stages of cancer, we will have 
accomplished much in lessening the mortality from carcinoma of the 
cervix. 
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THE STATUS OF RECTAL EXAMINATIONS IN LABOR 
A SURVEY OF THE LITERATURE AND AN ANALYSIS OF ONE THOUSAND CASES 
By A. Reis, M.D., Cuicaco, IL. 
(From the Maternity of the Michael Reese Hospital.) 


HE frequency with which the subject of rectal examinations during 

labor has appeared in the literature of the past few years denotes 
a renewed interest in this procedure. Especially is this true of the 
German literature where many discussions have taken place in attempt- 
ing to evaluate the rectal examination and to give to it the position which 
it deserves in the conduct of labor. 


Ries! and Kroenig,2 working independently, were the first to advocate rectal 
examinations during labor and reported their results within a few weeks of each 
other. The impetus for these reports lay in the persistence of puerperal fever due 
to extraneous contamination in spite of all attempts at disinfection of the external 
genitalia and of the operator’s hands. 

Oliver Wendell Holmes? in 1843, and Semmelweiss¢ in 1847, were the first to 
show that puerperal fever is usually due to infection from external sources, and 
since then numerous attempts have been made to develop a technic which will 
eliminate this source of danger. It was to this end that Pinards first described 
the method of obstetric diagnosis by external examinations alone, although it was 
not popularized until Crede* and Leopold? proved the practical value of this technic. 
Williams’ states that ‘‘under ordinary circumstances, external or abdominal palpa- 
tion is the most reliable and valuable method.’’ Von Mikuliez-Radecki9 and many 
others, however, are not in accord with this view, the former believing that it is 
accurate in only 70 per cent of the cases. 

Kroenig2 in his original report holds that a correct diagnosis can be made by 
rectal examination alone and Ries! recommends that the vaginal examination be 
reserved for operative deliveries and placenta previa only. Briggs1° agrees with 
Ries and Kroenig that the diagnosis of the size and form of the bony pelvis, presenta- 
tion and position, fetal size, and the condition of the membranes and of the cervix 
ean be made by rectal examination. Rudolph Holmes! states that the rectal examina- 
tion is the best because there is less infection and only a small percentage of error. 
Kehrer12 conducts 95 per cent of his de’iveries by rectal examinations alone. Fuerst13 
uses vaginal examinations only for disproportion, hemorrhage, and bloody urine. 
Pfleiderer14 goes so far as to say that the rectal examination is better than the 
vaginal examination in determining the size of the pelvis because the rectum is 
more movable than the vagina. , 

Moore15 states that the ‘‘rectal examination is not sufficient for the intelligent 
management of labor.’’ Liegner16 uses the rectal route if the head is low, but, with 
the head still high in the pelvis or the cervix uneffaced, places no reliance upon this 
method. He believes that a rectal examination is more difficu't because of the 
thickness of the rectovaginal wall and because of the rectal folds. He also lays 
great stress upon the danger of carrying infection into the uterus by forcing the 
rectovaginal wall into the dilated cervix. 

Fuerst reports that he has done rectal examinations on 18,000 patients and states 
that he has never seen any injury to the rectum. Von Mikulicz-Radecki proctoscoped 
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a large number of patients in order to determine whether or not any injury had 
been done to the rectal wall. Only an occasional hyperemia of the anterior rectal 
wall could be seen but this was also found in a large number of control cases which 
had not been subjected to rectal examinations and so could not be attributed to this 
procedure, but rather to the pressure exerted by the descending head. It must be 
conceded, however, that in unskilled or rough hands direct injury can be done to the 
rectal wall as well as to the anal mucosa. 

Heynemann?2! opposes the use of the rectal examination alone because it is un- 
reliable and uncertain and states that the complications of labor are too often over- 
looked. He employs rectal examinations only after a thorough vaginal examination 
has been made and believes that this is the true function of the rectal examina- 
tion, viz., as a supplement to a careful vaginal examination to watch the progress 
of labor. 

Several workers have investigated the comparative morbidity following rectal 
and vaginal examinations in order to determine whether more cases of increased 
temperature due to pelvic infections followed either type of examination. Schuster17 
reports that 17.2 per cent of those cases examined per rectum only had temperatures 
over 100.4° and that 22.2 per cent of those examined vaginally had temperatures 
over 100.4°. Perrola1s states that temperature occurred in 21 per cent of those 
examined rectally and in 22 per cent of those examined vaginally. Pankow?9 finds 
that pelvic infections follow in 7 per cent of the cases examined rectally and in 
8.1 per cent of those examined vaginally. And finally, Guggisberg2° finds that 17.5 
per cent examined vaginally had temperatures over 99.5° and 11.2 per cent had 
pelvic infections while of those examined rectally, 11.2 per cent had temperatures 
over 99.5° and only 5.5 per cent developed pelvie infections. 


In this investigation an attempt was made to determine what differ- 
ences, if any, in morbidity rate and infection rate occurred following 
the two types of examination in a well conducted maternity. During 
the period from April, 1922, to June 1, 1923, there were delivered in 
the Maternity of the Michael Reese Hospital, 1528 patients. Of this 
number, 528 patients were examined both vaginally and rectally and 
were therefore not available for this study. Fourteen patients developed 
respiratory infections and could not be included in this series on that 
account. There remain, therefore, 986 deliveries of which 609 were 
conducted by vaginal examinations only, 271 which were conducted by 
rectal examinations only and 106 which were not examined internally. 
This latter figure includes deliveries conducted by external examinations 
only, precipitate labors, and other cases which, for one reason or another, 
were not subjected to an internal examination. 


In this series, the majority of cases was examined vaginally because 
the routine care of service cases in the Michael Reese Maternity requires 
one careful vaginal examination immediately upon admission and prep- 
aration of the patient. The only exceptions to this routine are cases 
of appreciable vaginal bleeding or patients whose histories, measurements 
or abdominal examination might indicate the possibility of a cesarean 
section. It should also be stated that the patients, upon admission, are 
shaved and rinsed externally with sterile water, no antiseptic solutions 
or douches being used 
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Any patients showing more than one-half (0.5) degree rise in tempera- 
ture at any time during the first seven days postpartum were con- 
sidered, for the purposes of this investigation, as being febrile. Only 
the first seven days were considered because it was felt that any tem- 
perature developing after that time should not be connected with the 
type of examination used during labor. Of the 609 patients examined 
vaginally, 289, or 47 per cent, were afebrile during this period; of the 
271 examined rectally, 122, or 46 per cent, were afebrile; and of the 
106 patients not examined internally, 60, or 56 per cent, were afebrile. 

If we exclude all cases in which any type of operative procedure 
or repair work was done and consider only the spontaneous cases, the 
percentages of afebrile cases increase accordingly, but in the same rela- 
tive proportion to each other. There were 377 spontaneous cases in 
the vaginal group of which 216, or 57 per cent, were afebrile. In the 
rectal group of 105 spontaneous cases 57, or 54 per cent, were afebrile 
and in the group not examined, consisting of 82 spontaneous eases, 51, or 
64 per cent, were afebrile. 

AFEBRILE CASES 


ALL CASES SPONTANEOUS CASES 
Vaginal only 47% 57% 
Rectal only 45% 54% 
No examination 56% 64% 


In the vaginal group, 36 eases, or 5.9 per cent, showed definite evi- 
dences of pelvie infections as compared with 17 eases, or 6.3 per cent, 
in the rectal group and 5 eases, or 4.7 per cent, in the group not 
examined. If here again only the spontaneous cases are considered, 
there are 20 cases, or 5.3 per cent, of pelvie infections in the vaginal 
group, 7 cases, or 6.6 per cent, in the rectal group, and 4 eases, or 4.9 
per cent, in the unexamined group which showed pelvic infections. 


PELVIC INFECTIONS 


ALL CASES SPONTANEOUS CASES 
Vaginal only 5.9% 5.3% 
Rectal only 6.3% 6.6% 

No examination 4.7% 4.9% 


In the group examined vaginally, there were 107 which were sub- 
jected to two or more vaginal examinations. The percentage of afebrile 
cases among this group was 29 per cent as compared with 49 per cent 
among the remaining 502 eases which were only examined once during 
labor. The percentage of infections in this group of 107 was 10.3 per 
cent as against an infection rate of 4.6 per cent in those examined but 
once. 

It would seem, from a study of the figures presented above, that the 
percentage of absolutely afebrile cases is definitely increased when neither 
rectal nor vaginal examinations are made and conversely that the per- 
centage of pelvic infections is definitely decreased. There appears, how- 
ever, to be practically no difference between the group examined 
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vaginally and the group examined rectally. This holds true for the 
percentage of afebrile cases as well as for the percentage of pelvic in- 
fections. If then, as most workers agree, the rectal examination is only 
90 per cent efficient for diagnosis, and if it is especially inadequate in 
abnormal and pathological cases, it would seem that at least one vaginal 
examination is desirable early in every ease of labor, particularly since 
there is no increased danger of infection from such an examination if 
carefully and properly done. That the number of vaginal examinations 
should be limited as much as possible is self-evident from a study of the 
figures presented. 

The rectal examination is, however, of value in observing the progress 
of labor and should supplement the initial vaginal examination. The 
rapidity and ease with which the rectal examination can be made recom- 
mend it strongly, but it does not seem that the rectal examination 
should replace the vaginal examination especially in a well-conducted 
maternity where vaginal examinations can be made under aseptic con- 
ditions. 
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THE ROLE OF THE INTERNIST IN AN OBSTETRIC HOSPITAL* 
By W. W. Herrick, M.D., New Yorx 
(From the Department of Obstetrics and Gynecology and the Department of 
Medice.ne. College of Physicians and Surgeons, Columbia University, New York 
City) 

BSTETRICS presents a twofold problem; one surgical, the other 

medical. The surgical problem is, under modern conditions, ad- 
mirably dealt with and needs no comment from medical sources. The 
medical problem has always been subordinate to the surgical and op- 
portunity for its study but seldom given to the medical specialist. Here, 
then, is an inviting field for the application of newly developed methods 
of clinical study. The day of the special hospital set apart in isolation 
and devoted to a single branch of practice is fast drawing to a close. Co- 
ordination is the keystone of modern medicine. In every hospital, be it 
general or special in purpose, there is place for the internist and for 
representatives of other branches of practice. It is only in the pooled 
contributions of such a varied staff that the patient may reap the 
benefit of the best modern practice. 

Although a physiologic process, child-bearing is such a great strain 
upon the modern woman that latent defects are likely to be revealed. 
I believe that in many eases one ean detect the pathologie trend of a 
given individual by eareful study during and after pregnaney. In such 
a study knowledge of the life history of the patient shares equally in 
importance with the data obtained by physical examination and from 
the laboratory. It is, then, as a revealer of latent pathology that 
pregnancy is of particular interest to the internist. With this view- 
point in mind more particular inquiry may be made into the part of 
the medical man in the service of an obstetric hospital. Medicine may 
contribute to obstetrics in the care of three general classes of cases. 
First, those presenting infections. Second, those with ecardiae insuf- 
ficiency. Third, the toxemias. 


THE MEDICAL MANAGEMENT OF INFECTIONS IN PREGNANCY 


In a brief discussion, pyelitis, appendicitis, cholecystitis and similar 
local inflammatory conditions, the management of which is largely sur- 
gical, may be omitted. Excepting tuberculosis and syphilis, the infec- 
tions in pregnancy offer few new problems to the medical man. Man- 
agement of pneumonia, typhoid fever, the exanthemata, ete., while com- 
plicated by the presence of the fetus, call for no peculiar measures. 


*Read before the meeting of the Sloane Alumni, January 25, 1924. 
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Specific treatment is given where indicated as in the nonpregnant. If 
it seems wise to give serum, extraordinary precautions to avoid anaphy- 
laxis are demanded. As a general rule the pregnancy is largely ignored 
in the management of infections. The termination of pregnancy be- 
eause of a coexisting infection is probably always unwise, and every 
effort should be made to prevent abortion during the acute stages of 
a serious infection. A matter of medical importance is the tendency 
of pregnancy to activate latent infections. This comes into particular 
consideration in tuberculosis. In patients with healed lesions the most 
careful medical supervision must be had throughout pregnaney and at 
the first sign of lighting up of the smouldering infection the measures 
advised in active eases are to be taken. 

The proper management of syphilis during pregnancy is of the high- 
est importance. Treatment must be as thorough as the tolerance of the 
patient will allow. While arsenicals can be used freely in the average 
ease, extraordinary care must be taken in cases having any evidences 
of toxemia, lest acute hepatic degeneration be precipitated. 

From the viewpoint of maternal safety active tuberculosis and preg- 
naney are incompatible. The point of greatest practical difficulty is in 
diagnosis. Often much judgment is required to be certain that one 
is dealing with tubereulosis rather than with some of the varied pul- 
monary infections due to other organisms than the tubercle bacillus 
which have been so common since 1918. If one is assured that a given 
condition is tuberculosis, the following general rule, already widely 
accepted by obstetricians, may apply to most situations. In the presence 
of active tubereulosis in a patient before the fourth month of pregnaney, 
therapeutie abortion should be done. If pregnaney is advanced beyond 
the fourth month, it is usually as well to allow the pregnancy to pro- 
ceed to term, sinee forced labor after the fourth month is a serious 
procedure and one not well borne by the tuberculous patient. Further, 
experience has shown that cases allowed to go to term do not do much 
worse than those delivered between the fourth month and term. 


THE MANAGEMENT OF CARDIAC INSUFFICIENCIES IN PREGNANCY 


At the Sloane Hospital it is felt that the management of cardiae 
patients has been put upon a sound and effective basis. The method 
is as follows: Cardiae cases detected in the antenatal clinic are at once 
assigned to a special eardiae clinie for pregnant women. In this clinic 
such eases are observed as often as necessary, usually every two weeks. 
At the first sign of decompensation, hospitalization is enforeed until 
compensation is restored. In many instances, cases undergo two or 
three periods of hospital care during a pregnaney. When possible, 
these cases are carried along in this manner until term. The pregnancy 
is in general ignored and the therapeutie effort concentrated upon 
maintaining cardiac efficiency and preparing the heart for the strain of 
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labor. There are few eases of chronic cardiac disease that cannot be main- 
tained in safety by this program up to the time of delivery. It can 
be said that the average pregnant cardiae case responds to medical 
measures quite as well as the nonpregnant case. The treatment of the 
pregnant and nonpregnant woman with cardiac insufficiency, presents 
very little difference. If compensation cannot be restored by medical 
treatment, delivery must be effected. Delivery at viability of the fetus 
or at term, is usually accomplished by natural methods without special 
danger to the patient. In a few cases in which compensation cannot 
be fully restored and in which the additional strain of labor promises 
to be a menace, or in which obstetrie conditions promise a difficult labor, 
cesarean section is undertaken with the knowledge that this is well 
borne by the average cardiac case. The traditional fear of ether in the 
ease with chronic cardiae disease is not justified by experience. These 
eases bear ether anesthesia well. Complete anesthesia during the second 
stage is with little question a valuable aid in relieving strain on the 
heart. The chief purposes in the management of pregnant women with 
heart disease are: (1) To prevent eardiae breakdown during pregnancy 
by hospital care whenever premonitory symptoms of decompensation 
are detected. (2) Never to undertake delivery during a period of serious 
decompensation but to postpone any interference until cireulatory equi- 
librium is at least partially restored. (3) To avoid undue strain dur- 
ing the second stage of labor by appropriate obstetric measures. With 
such a program most ambulatory eases of chronic heart disease can with 
reasonable safety be permitted the privileges of maternity. 

From October 1, 1921, to February 1, 1924, sixty-six cases of chronic 
ceardiae disease have had prenatal eare in the Cardiae Clinie. Of these 
fifty-three have been delivered in the Sloane Hospital. Five were de- 
livered by abdominal cesarean section, one by abdominal hysterotomy. 
Of the thirteen cases not confined in the hospital, one was aborted at 
home, five were confined elsewhere, and seven were not yet delivered. 
Of the fifty-three patients delivered in the hospital, all left the hospital 
in good condition. Forty-seven infants left the hospital in good con- 
dition. Of the six infants that died, one was a stillbirth, one died in 
the hospital, one was in a ease of abdominal hysterotomy with non-viable 
fetus, two were premature and one died soon after leaving the hospital. 


THE MEDICAL MANAGEMENT OF THE TOXEMIAS OF PREGNANCY 


A fascinating field for medical study is offered by the toxemias of 
pregnaney. It is a fertile field for the clinical investigator because 
these toxemias ean be studied under controlled conditions and with 
definite associations. In their proper study I believe may lie the solu- 
tion of some important clinical problems, such as those of hypertension 
and certain nephropathies. It has seemed to us that this problem should 
not be approached with preconceived ideas, however authoritative their 
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sanction. As soon as one subscribes to a dogma, the mind is less pervious 
to new impressions, progress is difficult and truth obscured. It has been 
our practice to make a study of several hundred cases of toxemias as 
they occurred in the service without being prejudiced by theories and 
on the basis of this experience to examine the facts. An admirable statis- 
tical summary of this study has been made by Dr. E. E. Bunzel, of the 
Sloane Hospital, to whose painstaking observations I am much indebted. 

It is important to note that the search for a specific toxin in the 
toxemias of pregnancy has met with failure. To postulate such a specific 
toxin is easy, but in the absence of concrete evidence it does not advance 
us toward a solution of the problem. Neither have the newly developed 
methods for the chemical analysis of the blood contributed greatly. 
They have, to be sure, served to differentiate the type of toxemia with 
renal insufficiency from the other types, but beyond this their value 
has been largely on the negative side. Without wishing to formulate 
a theory, our impression from the study of several hundred eases is 
that toxemia of pregnancy is not a unit condition. It cannot, like 
true uremia, be caught in a test tube. We believe a different view- 
point will help us toward a broader appreciation of the problem. In- 
stead of regarding toxemia of pregnancy as an entity, we would regard 
it rather as the reaction to the strain of pregnancy of a maternal or- 
ganism in some way substandard. In the study of other obscure clinical 
problems when speculation fails us, recourse to description of the asso- 
ciated phenomena is frequently illuminating. For example, the cause 
of hypertension is altogether unknown. Theories fail, but careful de- 
scription of the various clinical conditions exhibiting hypertension gives 
us information of great practical value and indicates lines along which 
the problems may eventually be solved. 

If, in a consideration of the toxemias of pregnancy, we, for the time, 
abandon unsatisfying theories and, in intensive study of a large number 
of eases, analyze the features that are associated with the condition 
we may illuminate our problem. Such an analysis has thus far indicated 
a classification of the toxemias of pregnancy into a number of groups,— 
some seemingly definite, some less defined. Study of a classification of 
this sort would seem to indicate the correctness of the view that in the 
toxemias of pregnancy we have a broad, inclusive group of conditions 
which require such subdivision in order to be intelligently comprehended 
and managed. As these sub-groups are considered it will be noted that 
each centers about an important defect in the maternal organism, a 
defect that apparently antedates the pregnancy. Appreciation of this 
fact is important. It leads up to’a general conclusion that toxemia of 
pregnancy does not occur primarily because the woman is pregnant: 
rather does it occur primarily because the woman has defective health 
and cannot maintain her physiologie equilibrium under the strain of 
pregnancy. 
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The most definite group of toxemias is that associated with renal in- 
sufficiency. These patients often have history of scarlet fever, ton- 
sillitis, or other severe infection, frequently with subsequent nephritis 
in childhood. It is an unfortunate fact that modern tests of renal func- 
tion do not reveal minor degrees of renal damage. They give no evi- 
dence of trouble until the factor of safety in the kidney is practically 
abolished. In what we may eall a renal type of the toxemia of pregnancy 
the patient has enough kidney for one but not enough for two. As 
pregnancy advances, therefore, an increasing degree of kidney insuffi- 
ciency is revealed. We see all the phases of an acute or subacute 
nephritis develop before our eyes,—headache, edema, possibly convul- 
sions; anemia, hypertension, retinitis, seanty urine, albuminuria, cylin- 
druria and the definite chemical evidence of the retention of uric acid, 
urea and ecreatinin in the blood. Given such a case we can feel assured 
that with each successive pregnancy a higher degree of renal incom- 
petency will be revealed and that each future pregnancy will be at- 
tended with increasing risk. In addition there is the increased strain 
in the interval which comes in the home with a growing family. It is 
in such eases that the Social Service Department of a modern hospital 
can prove its value. Only a small percentage of toxemias can be placed 
in this group. If tests for renal function are developed which ean re- 
veal slight degrees of renal damage, this group may prove to be larger 
than we at present suppose. The management of this type of ease is 
that of an acute or subacute nephritis. A diet poor in protein and salt 
is given. The amount of fluid allowed is varied according to the reten- 
tion of water and the ability of the kidney to produce a concentrated 
urine. Activity of the skin and bowel is promoted. Rest and warmth 
are secured. 


The second clinical type of toxemia of pregnancy is built upon a 
foundation of cardiovascular instability, such as precedes or accompanies 
the so-called essential arterial hypertension. These individuals usually 
have a family history of hypertension, arteriosclerosis, of apoplexy or 
cardiae disease. They are found most often among those who have an 
inheritance of active, urban ancestors. In many instances this vaso- 
motor instability ean be detected long before the establishment of perma- 
nent hypertension. This may be done by studying the blood pressure 
reaction to stress,—particularly psychie stress. For example, if the 
blood pressure is first observed during complete rest, then during con- 
versation dealing with anything having particular interest or emotional 
tone, the rise in systolic pressure is greater than that commonly found 
in the average person. If the pressure thus elevated does not promptly 
return to the previous figure with cessation of the stimulus exciting the 
rise, and if this exaggerated reaction is consistently present on different 
occasions, such an individual may be said to have an unstable or labile 
blood pressure and one likely to become increasingly and more con 
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stantly elevated with the passage of time. It is in the type of in- 
dividual showing this lack of vasomotor poise that the cardiovascular 
type of toxemia frequently develops during pregnancy. In this hyper- 
tension is the outstanding feature. The rise is in both systolic and 
diastolic pressure. It may be the sole indication of disturbance or may, 
after weeks of gradual inerease, be attended by albuminuria, convul- 
sions, jaundice and other evidence of more serious and widespread dis- 
turbance. In eases of this kind there is no demonstrable evidence of 
renal insufficiency. The blood chemistry is usually quite normal and 
the capacity of the kidney to exerete water and salts unimpaired. Com- 
plications of a mechanical sort such as left ventricular hypertrophy 
with cardiae dilatation and pulmonary edema or apoplexy may develop 
in some. While the blood pressure in eases of this kind may promptly 
return to normal with death of the fetus in utero or with delivery, too 
often the hypertension is permanent. One may be able to watch the 
establishment of an enduring hypertension in successive pregnancies,— 
pressure returning to normal after earlier pregnancies to remain elevated 
after the later ones. Bunzel in his study of 134 eases of toxemia of 
pregnancy from one to two years postpartum found hypertension, vas- 
cular retinitis, arterial degeneration or albuminuria in 42 per cent, thus 
giving valuable proof that we are dealing with no transitory condition. 
The influence of pregnancy upon the development of essential hyper- 
tension is a study of greatest importance. Careful observation during 
pregnaney will reveal in many women the earliest evidences of the 
cardiovascular disturbances that play such a vital role in later life. 

A further associate of toxemia is foeal infection. The effect upon the 
pregnant woman of the added burden of pyorrhea, apical abscesses or 
severely infected tonsils seems to be marked. The proof of this is the 
notable clinical improvement in symptoms of toxemia not infrequently 
following eradication of such foci. In some instances during the course 
of the pregnaney, evidences of toxemia decline or vanish with the elear- 
ing away of such infections. In others, subsequent pregnancies are at- 
tended with less toxie disturbance. This observation is proof of the 
value of routine dental examinations in the antenatal clinic. The in- 
fluence of extra-oral foci as those in the kidney, gall bladder, lung, ete., 
upon toxemia of pregnancy seems less marked, although our data is in- 
sufficient for conclusions. 

The obese, flabby woman who habitually overeats and is careless of 
digestion seems more prone to toxemia than the average. In some of 
these mere bulk of body may be developed beyond parenchyma, so the 
added strain of pregnaney is ill borne. In eases of this kind reduction 
in weight by dietary restriction, exercise, and, at times, the judicious use 
of thyroid extract may serve to keep the woman on safe ground by bring- 
ing fat into a more normal ratio with active tissues. 

In our present state of partial knowledge of the endocrines these 
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organs may by the carelessly minded be invoked to explain any clinical 
picture that can be drawn. Until the endocrinologist can replace fancies 
by facets in this field it is wise to preserve an attitude of tolerant in- 
quiry. While it is probable that disturbances of internal secretion play 
a part in some of the toxemias of pregnancy, proof is in the future. 
In this connection it may be said that in the obstetric wards of a 
large urban hospital it would appear that an undue proportion of toxic 
patients are of what is rather vaguely called, the pituitary type,—large 
of frame, heavy of muscle and of feature, with spaced teeth, a masculine 
type of abdominal hair distribution and thick skin. It may be that the 
frequency of this type of woman among certain of the foreign elements 
in our population explains this seeming frequency in our toxie ward. 
The relation of toxemia to the endocrines is a matter upon which we 
need a new set of facts. 

The influence of nervous or emotional strain upon toxemia is hard 
to estimate, yet in certain instances it appears quite definite. The lack 
of emotional equilibrium which a few women experience during preg- 
naney must and apparently does, through the vasomotor system, have 
an influence upon blood pressure. In such, a certain amount of edu- 
‘ation in the cultivation of an equal mind is of importance. 

In variation in the emotional state, variation in endocrine balance, 
variation in conditions of local infections, we may imagine the explana- 
tion for the absence of toxemia in a given pregnancy and its presence 
in others antecedent or otherwise. Because the convulsion is the most 
dramatie symptom of toxemia, it has had great and, I believe, undue 
emphasis in the identification and management of this state. If we 
regard the convulsion as but one of many possible manifestations of a 
disturbed functional equilibrium accompanying certain badly borne 
pregnancies, we will be less likely to fail in recognition of mild or pre- 
monitory symptoms. To the pathologist the so-called eclamptie type of 
toxemia suggests a specific poison and the constant character of the 
lesions in liver and other parenchymatous organs is a logical argument 
in its favor. Proof is in the future. Certainly, extensive clinical study 
points out that the so-called eclampsia is but one among several varied 
types of the toxemias of pregnancy. 

In the absence of satisfying evidence that toxemia of pregnancy is 
a unit condition due to a specific toxin, I believe we can do more for 
our patients by assuming the following position. Toxemia of pregnancy 
indicates that there is something basically wrong with the patient beyond 
the facet of pregnaney. In the absence of a demonstrable toxin, the 
greatest amount of information can be obtained from a study of the 
associated pathology. Also the greatest practical benefit to the mother 
and child ean be had from such a study. This study is the provinee 
of the medical man. If complete medical survey were made in the 
ease of every pregnant woman and particularly of every one showing 
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symptoms of toxemia, I believe light would be thrown upon this obscure 
condition by accumulated clinical study over a period of years and 
that much of practical therapeutie benefit would eventually result. 

That there is a medical aspect of obstetrics as there is a medical 
aspect of urology or neurology or surgery or any other specialty has 
passed beyond the phase of argument into that of accepted fact. Only 
in the coordination of obstetric and medical services can the full light 
of modern medical knowledge be brought to bear upon the important 
problems touched upon. The time will come when the isolated obstetric 
hospital, or one without a staff organized for the study of the medical 
aspect of its patients, will be as archaic as the isolated surgical hospital. 
It has become increasingly apparent that obstetrician, internist and social 
worker are required for the proper solution of complex obstetric prob- 
lems. 


19 East FIFTY-THIRD STREET. 


A CASE OF PERNICIOUS VOMITING OF PREGNANCY WITH 
LOW BLOOD CHLORIDES AND MARKED RESPONSE TO 
SODIUM CHLORIDE THERAPY 


By Russetit L. HApEN, M.D., Don CaruLos Gurrrey, M.D., Kansas 
City, KANSAS 


(From The University of Kansas School of Medicine) 


HE toxemias of pregnancy remain prominent among the unsolved 

problems of medicine. The etiologic factors are as yet undetermined. 
The incidence continues high. The mortality has been little influenced 
by the many varying methods of treatment. The rapid development 
in finer methods of blood chemical analysis has carried with it the hope 
in the mind of many that new light might thereby be thrown on 
eclampsia and the pernicious vomiting of pregnancy. This hope has, 
however, not been realized. The results of chemical studies so far re- 
ported have been most disappointing. 


Plass1 has recently summarized the literature concerning the nonprotein nitrog- 
enous constituents of the blood in eclampsia and allied conditions and added data 
on other eases observed in the Johns Hopkins Hospital. He found that: ‘‘There 
are no characteristic changes in the concentration of nonprotein nitrogen, urea, 
and urie acid during the toxemias of pregnancy whether they are associated with 
convulsions or not. In many instances the serum or plasma findings are quite normal, 
while in other cases there is a moderate increase, which is more likely to affect the 
uric acid values so that a moderate rise in the concentration of this nitrogenous 
end-product is quite common but not invariable. Examination of the findings in 
eases of undoubted clinical nephritis fails to show any particular variation, which 
may be regarded as pathognomonic of the condition. It seems, therefore, that 
chemical examination of the blood for these constituents is quite useless as an index 
of the severity of the pathologic changes in eclampsia and its associated toxemias.’’ 
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Most investigators in this field have limited their studies to the non- 
protein nitrogenous constituents of the blood. In the course of a chem- 
ical study of the toxemia of high intestinal obstruction Haden and Orr? 
have demonstrated a close relationship of the toxie body or bodies to the 
level of blood chlorides. It has been fully demonstrated that sodium 
chloride acts in some way as a protective measure in high intestinal ob- 
struction and may be utilized as a therapeutic measure. The close chem- 
ical relationship of various toxemias due to different fundamental con- 
ditions suggested the possibility of some relation of the inorganic con- 
stituents of the blood to the toxemias incident to the pregnant state. 
The only reference we can find to the blood chlorides in pregnancy 
toxemias is made by Killian,* who determined the chlorides in a few 
eases without significant results. 

The following case of pernicious vomiting of pregnancy is reported 
since very striking changes in the level of the blood chlorides were 
observed and the chloride metabolisrn was evidently closely related to 
the nonprotein nitrogenous bodies of the blood. There was also a very 
marked response to sodium chloride therapy. Unfortunately no oppor- 
tunity has presented itself for a further study of similar cases to deter- 
mine whether such changes are in any way constant in this condition. 


R. M., White, age twenty, case no. 13127, was admitted May 8, 1923, to Bell 


Memorial Hospital, University of Kansas on the service of Dr. Don Carlos Guffey, 
complaining of incessant vomiting. 

Her personal history was unimportant. She had had one miscarriage at two 
months. During this pregnancy there had been no vomiting or other toxie mani- 
festations. She stated that her last period had occurred January 23, three and a 
half months before admission to the hospital. One week after the beginning of 
the pregnancy she vomited and continued to do so daily. Various medical 
measures instituted at home had given no relief. She stated that she had been 
confined to bed most of the time. For two weeks she had a dull aching pain in 
the lower right abdomen. MHer feet and ankles swelled on standing, but the 
swelling disappeared ‘on going to bed. 


On examination the patient was fainly well nourished. The general examination 
was negative. There was generalized abdominal tenderness, more marked in the 
right lower quadrant. There was no edema. The blood pressure was 120/90, 
pulse 120. The pelvic examination revealed an enlargement of the uterus, the size 
of a three months’ pregnancy. The uterus was in normal position and the adnexa 
negative. 

The blood count showed: red blood cells 4,672,000, white blood cells, 8,000, and 
hemoglobin 90 per cent. The basal metabolic rate was +20 per cent. 

The urine on May 10, thirty-six hours after admission, showed a moderate 
amount of albumen, and numerous casts. The nonprotein nitrogen was 3 per cent 
and the chlorides (as sodium chloride) 0.09 per cent. The phenolsulphonephthalein 
excretion was only 10 per cent in two hours. 


The significant findings in the b'ood chemical examination were a moderate in- 
crease in nonprotein nitrogen, urea nitrogen, and uric acid, a carbon dioxide com- 
bining power above normal, and a very low chloride content. A second examination 
the following morning showed practically the same findings. (Table TI). 
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In view of the striking results obtained by the administration of sodium chloride 
in cases of intestinal obstruction with similar chemical findings, the patient was 
given sodium chloride as follows: 


May 11 1500 e.e. 3 per cent sodium chloride, subecutaneoush 
May 12 500 ¢.c. 3 
May 13 400 e.e. 0.85 ‘6 
May 13 1 gram 
May 14 1 gram 66 ‘6 ‘6 


A total of 65 grams of the salt was given in approximately 36 hours. The vomitus 


as recorded by the nurse, was as follows: i 
May 9 625 
May 10 850 ec. 
May 11 750 ex 
May 12 400 ex 
May 13 750 ex 
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Chart 1.—Showing the chemical changes in the blood following adininistration of 
sodium chloride. 
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The blood chlorides on May 13, after the administration of the salt, were still 
slightly below normal (440 mg.). The blood urea nitrogen had fallen to 12.1 mg. 
per 100 e.c. and continued to drop. The chloride excretion in the urine was still very 
low, showing that the chloride given was taken up by the body tissues (Table 1). 

The response to the sodium chloride therapy was most striking. The patient had 
no further vomiting or other toxie symptoms. The albuminuria and cylindruria dis- 
appeared. Ten days after admission to the hospital the phenolsulphonephthalein 
excretion was 33 per cent in 2 hours. The relation of the blood findings to the 
chloride therapy is shown in Chart 1. 

The interne’s progress note, made May 20, reads: ‘‘The patient has not vomited 
since receiving the sodium chloride. Feels well. Is eating normally, and walking 
around the ward.’ 

The patient was discharged from the hospital May 24, 1923. Sodium chloride 
tablets were prescribed. She had no toxie symptoms at any time, but miscarried, 
a macerated fetus, three or four weeks after leaving the hospital. 

DISCUSSION 

The patient presented the picture of a serious intoxication. The thera- 
peutie measures employed at home had not arrested the symptoms. She 
was brought to the hospital with the idea that it would be necessary 
to terminate the pregnancy. On admission she had an alkalosis as shown 
by the increased carbon dioxide combining power, an increase in non- 
protein nitrogen, urea nitrogen, and urie acid, and an extremely low 
blood chloride. The only treatment instituted was to supply sufficient 
sodium chloride to bring the chlorides to the normal level and maintain 
them there. This treatment was followed by an immediate cessation 
of toxie symptoms, a return of the chemical findings in blood and urine 
to normal, and a disappearance of the albuminuria and eylindruria. 
The phenolsulphonephthalein excretion rose from 10 per cent to 33 per 
cent in 10 days. It seems quite evident that the kidney changes were 
secondary to the general intoxication, and not the primary cause of the 
toxemia. The high nitrogen excretion and low level of blood creatinine 
lend further support to this idea. 

The findings in this ease suggest strongly that the toxemia from which 
this patient suffered had much in common with the toxemia of intestinal 
ebstruction. It has been pointed out that several seemingly widely un- 
related conditions may be chemically fundamentally the same. In in- 
testinal obstruction the body chlorides are seemingly utilized as a pro- 
tective measure against the toxie substances characteristie of the toxemia. 
Haden and Orr have suggested the possibility that the chloride is utilized 
as hydrochlorie acid to convert the toxie body into a nontoxie one. 
After the depletion of blood chlorides below a certain level, there is a 
marked destruction of body protein giving rise to an inereased excretion 
of nitrogen in the urine and a rise in the nonprotein nitrogenous bodies 
of the blood. According to this explanation the protein destruction is 
due to the direct action of the toxie body on tissue protein. 

Other possible explanations for the origin of the toxemia after the 
depletion of the blood chlorides might be given. Thus, with the low 
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chloride content in intestinal obstruction there is also a low sodium 
eontent.t The increased protein destruction may possibly be due to 
accelerated autolysis following the withdrawal of sodium from com- 
bination with protein, which allows the tissue ferments to act as sug- 
gested by Bradley.* According to this explanation the substances re- 
sponsible for the toxic symptoms might arise from the abnormal destruc- 
tion of body protein. 

In this case the possibility must be considered that the low level of 
chlorides was a result of a chloride loss through the long continued 
vomiting. It has been abundantly proved, however, that such is not 
the case in intestinal obstruction. Instances of this specifie type of in- 
toxication have been observed in the entire absence of vomiting. The 
immediate cessation of vomiting in the instance here reported, with the 
restoration of the depleted chlorides, shows that the vomiting is of toxic 
origin and was the result and not the cause of the underlying intoxiea- 
tion. 

The fetus when miscarried after the patient left the hospital, was 
macerated. The question arises whether the death of the fetus could 
have been responsible for the improvement in the patient. The 
chemical findings were so characteristic of the type of intoxication which 
is relieved by the administration of sodium chloride it is diffieult to ae- 
cept such an explanation. 

It is apparent that no generalizations should be drawn from a single 
ease. No opportunity has presented itself to study further similar cases 
from this standpoint. The findings at least suggest another angle from 
which such toxemias should be studied. Certainly other eases of a 
similar type will be observed in which sodium chloride therapy will be 
indicated and of value. 

SUMMARY 

A chemical study of a severe case of vomiting of pregnancy is re- 
ported. The blood showed an increase in nonprotein nitrogen, urea 
nitrogen, urie acid, and carbon dioxide combining power and a very 
low chloride content. The urine was high in nitrogen, low in chlorides, 
and contained albumin and easts. The subcutaneous administration of 
sodium chloride in large amounts was followed by an immediate cessa- 
tion of toxic symptoms and a return of the blood and urine to normal. 
The findings suggest that some at least of the toxemias of pregnancy 
are similar to the toxemia of intestinal obstruction. In such eases sodium 
chloride acts in a specific neutralizing, antitoxic, or protective capacity. 
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THE CURE OF INCONTINENCE OF URINE IN WOMEN* 
By C. Jerr Mituer, M.D., New Or La. 


NCONTINENCE of urine in women is of very common occurrence, 

and in the majority of cases is directly due to injuries sustained 
during parturition, athough the surprisingly large number of nullipar- 
ous women so affected proves that weak sphincteric function is respon- 
sible in a fair percentage of cases. It is especially the first group, 
the acquired type, which we shall emphasize in this discussion. 

In spite of the frequency of the condition it is astonishing how 
many women forget to mention a partial loss of control unless they 
are questioned directly on this point. They seem to resign them- 
selves to the annoying condition, and tend to magnify less disturbing 
symptoms. 

The only attempt of which I am aware to determine the incidence 
of incontinence of urine in women was made by Taylor and Watt, 
who reviewed accurate records of 1006 gynecologic cases in the Roose- 
velt Hospital. They found control to be normal in 79.4 per cent of 
the cases, fair in 6.8 per cent, poor in 12.4 per cent, and lost in 2 
per cent; roughly, therefore, in 15 per cent of these patients bladder 
control was so impaired that some degree of ineontinenee resulted. 
It was further shown that the percentage of partial or complete loss 
of control increased with the number of children the patient had 
borne. Control was poor or lost in 8 per cent of the patients with 
no children, in 14 per cent with from one to three children, and in 
29 per cent with from seven to nine children. Concomitant pelvic 
lesions were also a factor, especially fibromyomata, and 45 per cent of 
the prolapse eases were affected. Taylor’s findings will be practically 
confirmed by anyone who reviews a sufficiently large series of gyne- 
cologie cases. 

Many ingenious explanations of this affection have been offered, 
and many different procedures have been suggested for its cure. It 
is commonly believed to be associated only with marked forms of 
displacement and cystocele, but this is by no means correct. Indeed, 
in many of the severest cases a superficial examination while the 
patient is passive will reveal the pelvie relations apparently normal. 
But if she is examined again while she is straining or coughing, and 
then again while she is standing, a typical cystocele is promptly re- 
vealed, with a characteristic upward pointing of the meatus, and a 
revolving of the urethra around the pubes, until its direction is dia- 


*Read at the meeting of the Southern Surgical Society, White Sulphur Springs, 
December 11 to 13, 1924. 
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metrically opposite its normal downward and forward direction. Just 
when this rotation of the urethra is greatest, urine will be lost, proving 
that the loss of control occurs with the sudden rotation and displace- 
ment of the urethra and vesical neck, which in turn is due, in parous 
women at least, to injury of the anterior vaginal fascia, especially 
about the vesical neck. 

Acquired incontinence is seldom due to actual injuries of the vesical 
sphincter itself; if it were possible to dissect it out, it would be found 
that it is rarely, if ever, seriously injured. Moreover, the ease with 
which so many cases can be completely relieved by a proper plastic 
operation proves that practically always the pathology is due, as 
has been pointed out, to injuries of the fascial sheet intervening 
between the bladder and vagina. Taylor believes that incontinence 
not due to the vesical sphineter is caused by displacement of the 
vesical neck and urethra, usually associated with prolapse of the 
anterior vaginal wall and the base of the bladder. This prolapse does 
not involve the entire circumference of the urethra, but only the 
inferior part, causing a traction and sagging which tends to hold 
open the sphincter and interfere with normal control. This readily 
explains also why as a rule severe cases of urethral prolapse asso- 
ciated with extensive prolapsus uteri do not suffer from incontinence ; 
when the entire urethra sags, the traction on the sphincter is removed. 

Victor Bonney, who holds practically the same view as Taylor, 
gives a slightly different explanation of the supporting mechanism of 
the female bladder and urethra. The structure usually described as 
the pubocervieal fascia he deseribes as a sheet composed entirely of 
unstriped muscle fibers running anteroposteriorly. This pubocervical 
muscle sheet, as he ealls it, extends from the back of the symphysis 
pubis to the cervix at its junction with the vaginal wall, while later- 
ally it blends with and unites across the middle line the innermost 
fibers of Mackenrodt’s ligament on either side. It is perforated in 
front by the urethra, and its lower surface in front of the point of per- 
foration blends with a solid block of tissue in which runs the urethra, 
imbedded, as it were, in the block. This block of tissue, which con- 
tains many unstriped muscle fibers, is wedge-shaped, and may be called 
the ‘‘periurethral wedge.’’ It is lightly attached to the subpubie angle 
and the rami of the pubes and the edges of the levatores ani. 

Laxity of the front part of the pubocervical muscle sheet. allows 
the bladder to slide down behind the symphysis pubis, and the peri- 
urethral wedge and the urethra to carry downward and forwards by 
wheeling around the subpubie angle. It may yield under the trauma 
of parturition immediately behind the symphysis pubis, allowing the 
neck of the bladder and the urethra to slide down behind and around 
the symphysis. If it yields in the middle, the sheet drops like a ham- 
mock, forming the ordinary cystocele. If it yields near the cervical 
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junction, there is a prolapse of the anterior vaginal vault. Injury of 
the front part of the muscle sheet immediately behind the symphysis 
is the cause of incontinence; laxity of the other portions of the sus- 
tentacular apparatus of the bladder not only does not increase the 
incontinence, but may actually prevent it. He agrees with Taylor 
that this explains why incontinence does not occur in cases of prolapse 
of the vagina, but rather the reverse, or in severe cystocele, when the 
urethral attachments have not been disturbed. 

I have quoted Bonney at some length because his explanation shows 
so clearly that the vesical sphincter is not the only factor in bladder 
control, but rather that this control is secured by a proper coordina- 
tion of the sphincter with the pubocervical muscle sheet which we 
have described. Incontinence of urine in women who have not had 
children, while often due to weakness of the sphincter, may also be 
due to a deficient fascia; in many instances such patients will show 
a shallow perineum, and a distinct bulging of the anterior vaginal 
wall on straining. 

A casual review of the procedures suggested at various times for 
the cure of this annoying condition shows that for a long time there 
was no definite conception of the true mechanism of bladder control. 
Among the earlier operations perhaps the most popular was that 
suggested by Pawlick, to reduplicate and fold in the urethra along 
its entire course. Gersuny was a strong advocate of dissecting out 
the urethra and twisting it, so as to narrow the canal; this is a very 
radical procedure, and there are few instances in the literature of 
eases treated by this method. Later came Dudley’s suggestion of 
transplanting the urethra upward near the clitoris by an ingenious 
plastic operation, which causes the urethra to have a sharp angle 
around the symphysis. 

These procedures were often of temporary benefit, but no one of 
them was entirely satisfactory. Moreover, they were all based upon 
the idea of an injury to the sphincter, and all efforts were apparently 
aimed at suturing or narrowing the sphincteric fibers, although, as 
we have shown, the sphincter was seldom at fault, and the real path- 
ology lay elsewhere. Then came the operation suggested by Howard 
Kelly, which was aimed primarily at catching the torn or over- 
stretched fibers of the sphincter and strengthening the anterior vag- 
inal fascia. A careful study of the technic will show, however, that 
not only is the urethra reconstructed, but its natural supports are 
also fixed, and this support is the wedge-shaped fascia described by 
Bonney. 

Of late years it has been my practice to combine Kelly’s technic 
with the anterior colpoplasty described by John Clark. In many in- 
stances in my work the careful restoration of the fascia about the 
vesical neck, without any attempt to narrow the sphincter, has been 


CARY: TWO-WAY TREATMENT CATHETER 495 


eminently successful, which has convinced me more than ever that 
the fascia is largely at fault, and that proper support is all that is 
necessary. The U-shaped suture used by Clark gives the best imme- 
diate and permanent support of the urethra and vesical neck that has 
yet been devised, and since its adoption I have not considered it 
necessary to narrow the posterior part of the urethra as often as for- 
merly. Practically all of these cases require also a careful readjust- 
ment of the entire vaginal sheet, as is done in the ordinary cystocele 
operation. 

It is well to emphasize, in addition to surgical measures, the value 
of the pessary in incontinence, particularly when it occurs in patients 
who are not safe surgical risks, or who decline operation. Supporting 
the sagging, weakened fascia by this mechanical means will fre- 
quently relieve the milder types of incontinence, and occasionally even 
the severer forms also. The simple Hodge or Smith pessary, or more 
especially the ring pessary, which is very easily adjusted, has in my 
hands yielded as good results as the Gehrung pessary, or other types 
difficult to apply. 

REFERENCES 
(1) Taylor, Howard C., and Watt, Charles H.: Surg. Gynec. and Obst., March, 


1917, pp. 296-99. (2) Bonney, Victor: Jour. Obst. and Gynec. Brit. Emp.—Autumn, 
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TWO-WAY TREATMENT CATHETER* 
By H. Cary, M.D., Brookiyn, N. Y. 


HIS two-way treatment catheter facilitates the diagnosis and treat- 

ment of bladder disturbances. Made of silver, it is unbreakable, 
and will not fall from the urethra when supported by the hand. When 
introduced, it accomplishes the purpose of a catheter and, without 
removal or reintroduction, offers opportunity for bladder treatment, 
with a’saving of time to the operator and a minimum of discomfort to 
the patient. 

This catheter embodies the two-way principle of the Dickinson 
‘atheter which has the disadvantage of being glass. The gentle 
curve (Furniss) makes it self-retaining if the hand must be withdrawn. 
The new and: special feature, however, is the tip of the upper half 
of the ‘‘Y,’’ to which the rubber nipple is attached. When the rubber 
nipple is removed, a Luer syringe may be perfectly adjusted, or a 
quarter-inch rubber tubing snugly fitted to the tip. When fitted with 
the rubber bulb it is a combination ecatheter-and-pipette. Medication 


*Presented to the New York Obstetrical Society, January 24, 1924. 
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may be sucked into the upper pipette portion before the catheter is 
introduced. When the catheterization is completed, that is, the bladder 
emptied, the medication is expelled by the rubber bulb into the blad- 
der. This method of instillation is applicable only when the urine is 
not wanted for study, as the specimen is always contaminated with dis- 
coloring medication. When, however, the catheterized specimen is de- 
sired in sterile form for microscopic study, guinea pig injection or 
culture growth, the catheter is used as any silver catheter. When the 
sterile urine specimen is obtained, the rubber nipple is removed and a 
Luer syringe containing a definite amount of argyrol, mercurochrome 
or other desired medicine, is fitted into the upper branch of the 


Fig. 1. 


catheter and the instillation thus made. This quick method of obtain- 
ing a diagnostic specimen and treating the bladder without soiling the 
hands, linen, ete., with discoloring solution will give one much satis- 
faction. 

When the catheter is to be used for irrigation purposes, a quarter- 
inch rubber tubing (with a glass section for observation, if desired) 
may be slipped over the knob of the upper braneh and irrigation effee- 
tively carried out. The illustration (Fig. 1) shows the catheter with- 
out the rubber bulb. For ordinary purposes it should be equipped 
with the rubber bulb, otherwise a divided stream may be obtained 
when the catheter is passed. The rubber nipple is readily removed 
for other treatment as above outlined. 
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AN UNUSUAL EXAMPLE OF EXSTROPHY OF THE BLADDER 
WITH MARKED SEPARATION OF THE PUBIC BONES 


By E. C. Sacre, M.D., OMana, NEpR. 


(From the De partment of Obstetrics, University of Nebraska College of Medicine.) 


HIS case report of exstrophy of the bladder and marked separation 
of the pubic bones is offered on the score of the rarity and interest 
it may afford. 


Quoting from the excellent article of Drs. E. H. Hutchins and A. F. Hutchins 
in the June, 1923, number of Surgery, Gynecology and Obstetrics, this abnormality 
occurs only once in 50,000 persons according to Neudoerfer! and also Marion2, who 
further states that nine-tenths of the patients die in infancy or a little later. 
Spooner*® found it four times in 116,500 birth 1ecords. The ratio in which it occurs 
in boys and girls is about eight to one. Orlow* states that of 74 children born 
with exstrophy of the bladder, only 23 passed the twentieth year of life, the others 
dying of pyelonephritis and other kidney complications. 

Scholl> states that in 367,000 patients at the Mayo Clinic, there were 69 with 
exstrophy of the bladder (one in 5318), and in three of these, the condition was 
malignant. Quoting from his article in the Annals of Surgery, March, 1922, on the 
potential malignancy in exstrophy of the bladder, ‘‘ All exstrophied b’adders show 
results of irritation and trauma. The exposure to the air, the constant irritation 
of the clothing, the frequent trauma and persistent infection are all causes for 
the possible need for a protective mucous covering or mucous secretion, and furnish 
an excellent stimulation to cellular hyperplasia.’’ He gives brief case histories of 
nine exstrophied bladders, two in women. In two of his nine cases, definite malignant 
changes had taken place. He states that ‘‘the incidence of malignancy in exstrophy 
of the bladder is relatively high in reported cases, as compared to the incidence 
ef malignancy in normal bladders. This relative frequency of malignancy, suggests 
that exstrophied bladders should be removed as early as possible in all operab'e 


eases.?? 


The striking feature about these tumors is that they were all adenocarcinomatous. 
This is in marked contrast to the types of tumors occurring in normally situated 
bladders, as adenocarcinomas make up only about 2 per cent of such growths. 

Macewen® in the Lancet, March 18, 1922, reports the case of a girl, 17 years old, 
who had been operated three times, still had an extroversion of the bladder, with 
separation of the bones at the symphysis pubis of ‘‘nearly an inch.’’ The bladder 
and ureters were transplanted into the pelvie colon. The patient made a rapid and 
satisfactory recovery and is able to retain urine for four hours at a stretch. 

Winslow’ reported a case of a woman who had four children, and Moorehead* re- 
ported a case who had borne two children. 


The case I wish to report has had one full-term child borne by 
cesarean section nine years before admission to the University Hos- 
pital, and this is one of the features to which I wish to eall attention 
when the reader examines the illustration of the marked separation 
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of the pubic bones in this ease, fully five inches of gap between the 
ends of the pubie bones. (See x-ray picture.) (Figure 1.) 


Mrs. J. K., 12433, age thirty-four, white, divorced. Admitted 11-30-23, dismissed 
12-14-23. Comp!aint: Pain in region of labia and rectum. Sore on labia and at 
anal opening. Patient was raped by employer on Oct. 20, and on Nov. 18, developed 
an itching around the labia. Pain in this region began the next day. Vesicles 
developed about two days later. Ulcerated areas followed. Patient attempted to cure 
these sores by use of zine ointment. No results, so came into the University Hos- 
pital, Nov. 30, 1923. 

Past History: Patient has had incontinence of urine all her life, due to ex- 
strophy of bladder. Has had gonorrhea several times. Periods started at 14 years 
of age, every 28 days, amount of flow variable. Last period two weeks ago. Flowed 


Fig. 1.—Marked diastasis of the pubic bones. Five inches of separation. Patient had 
a cesarean section nevertheless. 


for three days. Patient had one child nine years ago by cesarean section. No 
miscarriages. Patient was operated in 1918 for exstrophy of bladder, but results 
were nil. An extraperitoneal immobilization of the bladder with closure of anterior 
wall of bladder by plastic flaps, was done, but with negative results. Patient was 
advised to have ureters transplanted into rectum, but she would not submit to this 
procedure. 


Patient apparently not in pain. Very talkative. Tympanitie abdomen. Large sear 
in midline from umbilicus to region where symphysis should be, where the bladder 
mucosa protrudes, the symphysis having failed to unite (Fig. 1). There is inter- 
mittent drainage of urine from this open bladder, which is quite sensitive. Just 
below this red raw surface of the everted bladder mucosa 8 em. in diameter, is the 
normal vaginal opening, except for a sharply outlined indurated ulcer about the 
size of a dime, located on the posterior vaginal wall. A similar ulcer is located 
at the anal opening, on the anterior surface of the anal wall. These ulcerated areas 
are probably initial syphilitic lesions. (Fig. 2.) 
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Blood Wassermann, twice negative, and ence 2-plus. 

Blood count, 85 per cent HB, 3,800,000 RBC, WBC, 9,200. 

Dark-field examination of the serum from the ulcerated areas in vaginal and 
rectal openings, negative on Dec. 3 and Dee. 7, 1923. Lesions considered syphilitic. 
Patient was immediately started on antiluetic treatment. 


This patient had become so accustomed to her urinary incontinence that she did 


Fig. 2.—Suprapubic scar of cesarean section. Extrophy of bladder. Separation of 
clitoris. Patient had a chancre at vulvar orifice and anal opening. 

not care to undergo any further surgical intervention for the relief of the same, 

but entered the hospital this last time for the treatment of the venereal disease 

she had contracted. 


SUMMARY 

The unusual features in this particular case were: 

1. The marked diastasis of the symphysis pubis, (fully five inches), 
so that there certainly was sufficient room for the fetal head to pass 
through the birth canal; yet the patient had been subjected to a 
cesarean section. 

2. The ability of this patient to walk comfortably with a wabbling 
gait and her indifference to such a distressing abnormality, refusing 
to allow any further attempt of curative operative measures to be 
instituted. 

3. That regardless of such a deformity, she was quite promiscuous 
as to her sexual relations, as evidenced by her former Neisserian in- 
fection, and the contraction of her present luetic manifestations; a 
ehancre at the introitus of the vagina and another primary lesion at 
the anal opening. 
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A CASE OF PREGNANCY IN DOUBLE UTERUS TERMINATED 
BY HYSTEROTOMY 
By WaLTeR Parry Guy, M.D., Los ANGELES, CALIr. 


RS M., aged thirty years gave a history of having been born with an imper- 

forate anus for which some sort of emergency operation had been done shortly 
after birth. She was operated upon again in 1904, at which time there was found 
an enormous dilatation of the colon with a mass of fecal material in the descend- 
ing colon as large as an adult’s head. According to the report of the surgeon;: 
‘The dilatation was enormous and extended around to the cecum. sy a stage 
operation, resection of this portion of the bowel was made.’’ 

Her family history was negative, father dying at the age of sixty-four of blood 
poisoning, her mother living but with heart disease, and five sisters and one brother 
all in good health. 

She has had no serious illness and except that she must watch her bowels care- 
fully, is in perfect health. 

She menstruated first at fifteen and has been regular with little or no pain. 

The patient was seen first a few months before her marriage, at which time 
she requested a complete examination and an opinion as to the advisability of mar- 
riage. This examination showed a well-developed young woman who looked younger 
than her age. She was sixty-one inches tall and weighed 109 pounds, skin clear, 
rather well formed, slight enlargement of the thyroid, breasts small, tissue good, 
nipples small but good, abdomen shows a long scar with signs of drainage extend- 
ing from the ensiform to the pubes with the umbilicus removed. The perineal 
region showed considerable scar tissue around the anus which had apparently 
neither external nor internal sphincter but a constriction cf scar tissue about two 
inches up which would not permit the tip of the little finger. The external geni- 
talia were normal and well developed. The vagina was short but ample. In the 
upper part of the vagina there was a septum about an inch and a half long which 
divided it into two nearly equal parts. There were two os uteri, the left being 
larger and better developed. The uterus was infantile in type the cervix being 
greatly elongated and the fundus small. At this examination there was made out 
a small nodule about the size of a filbert on the right side of the fundus which 
was at first thought to be a fibroid but later diagnosed as the right fundus of a 
double uterus. There was no enlargement of either ovaries or tubes. The pelvis 
felt small and rather irregularly flat. The extremities were normal. 

She was advised as to her condition and doubt expressed in regard to her ability 
to conceive, and if conception were possible of the difficulty of carrying to term 
and of delivery. 

However, she returned in January, six months later, with a history of having 
menstruated last on November 25th. She was examined several days later under 
an anesthetic to get a better idea of her condition and to make a prognosis. The 
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findings were practically as I related except for an early pregnancy in the left 
side of the uterus. It was decided at this time, on account of the greatly elongated 
cervix, that any interruption of the pregnancy except by abdominal section was 
out of the question and that she should be allowed to continue her pregnancy to 
term or as long as possible. 

Her pregnancy was practically uneventful except that she had some difficulty in 
keeping her bowe's acting regularly. A preparation of agar-agar and mineral oil 
acted quite satisfactorily and she went into labor August 15. This was about two 
weeks before her estimated time. The membranes ruptured at 8:00 P. M. but with 
no pains until several hours later. No internal examinations were made, either 
vaginal or rectal, the latter being impossible on account of the rectal stricture, 
so that the amount of dilatation was not determined. The baby lay in the 8. R. A. 
position well above the inlet, the fetal heart tones were good and the condition 
of the mother excellent. 


On account of the flat pelvis, the rigid perineum with ex- 


Fig. 1.—Diagrammatic impression of Fig. 
uterus at first examination. 


2.—Diagrammatie impression of 
uterus at second examination, six weeks’ 
pregnant, 


cessive scar tissue around the anus, the reetal stricture, abnormally long cervix, 
infantile type uterus, position of the baby, premature rupture of the membranes, 
ete., it seemed advisable to do a.cesarean section. 
pound girl baby perfectly normal in all respects. 


She was delivered of a seven 


After delivery examination of the uterus at first glance seemed to refute a diag- 
nosis of double uterus, but closer examination showed a flattened band of tissue, 
lighter in color, running from the right tube to the cérvix. This was about three 
centimeters wide and one centimeter thick. It was sharply defined from the con- 
gested uterus by its paleness and was without doubt the right side of a double 
uterus which had become almost stretched out of recognition. 

The puerperium was entirely uneventful and the patient left the hospital on 
her tenth day. 

She was examined two months later at which time the uterus still had a dis- 
proportionally long cervix but a rounder and more normally shaped fundus. The 
smaller lump on the right side of the uterus was still pa'pable. Two probes in- 
serted into the two os uteri did not come in contact. 


The baby is an exceptionally 
fine specimen and the mother is in excellent health. 


Society Transactions 


AMERICAN GYNECOLOGICAL SOCIETY 
FORTY-NINTH ANNUAL MEETING 


HOT SPRINGS, VA., MAY 15, 16 and 17, 1924 


Dr. Curtis F. Burnam, Baltimore, Md., presented a Report of Some 
Observations of the Effects of Radium Therapy in Cases of Large 
Uterine Fibroids. (For original article see page 411.) 


DISCUSSION 

DR. GEORGE GRAY WARD, New York Crry.—When I received notice from 
the Secretary that I was to take part in this discussion I was interested in having 
our records at the Woman’s Hospital looked up to see the number of cases that 
we could classify as large fibroids that we had treated with radium, I think we 
all generally agree that symmetrically shaped fibroids the size of a three or four 
months’ pregnancy may be easily treated by radium. Fibroids larger than a four 
months’ pregnancy are the ones that I have considered would come within the 
scope of Dr. Burnam’s paper. 

In looking over our records from May 5, 1919, when we started to use radium, 
to June 1, 1923, I found we had radiated 17 such cases that were over a four 
months’ pregnancy size. Of these we have 14 satisfactory follow-ups. Of these 
fourteen, eleven have 


given satisfactory results with the use of radium, practi- 
eally all of them being materially reduced in size—nearly to normal. As Dr. 
Burnam says, the uterus may be a little larger than normal, but it was an entirely 
satisfactory result as to reduction in size. There was one case that we classified 
as partially satisfactory; it was reduced from two fingers above the umbilicus 
down to the size of a four months’ pregnancy. In one ease there was a flat fail- 
ure, no reduction in size of the uterus; and in one case we did a hysterectomy a 
couple of months after we radiated, because of pressure symptoms that had not 
been relieved, although, of course, two months is a very short time to expect to 
get full result of the radium. 

The dosage that we used varied from 1200 to 3600 milligram hours, The tech- 
nic we use is intrauterine and we employ the radium in tandem formation. Two 
eases developed toxic absorption due to the fact that there was an intrauterine 
slough. They were cases which proved to have a submucous growth and a con- 
siderable slough occurred which was followed by temperature; the sloughs were 
finally expelled and the patients were entirely relieved, although one case was 79 
days in the hospital and the other 30 days on account of this sloughing mass. 
After about six months as a rule, you begin to get an appreciable change in size. 

The contraindications to our performing an operation in these cases were cere- 
brospinal disease, spastic paralysis, 7 cases with pronounced cardiac lesions, 1 
case with a most pronounced anemia. Excessive adiposity was another reason 
why we did not operate in some cases. Other contraindications were hyperten- 
sion, urinary system infection, psychoneurosis, chronic bronchitis. One case had 
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great difficulty in taking anesthesia, and as we could not determine the cause we 
were afraid to go on with it. 

I think Dr. Burnam in his preliminary summary of his paper in the program 
stated that the radium affected the uterus and the ovaries as well. It is always 
a question in my mind as to how much the ovaries are affected by the radium as 
they are so far beyond the range of the radium in these large growths. I won- 
der whether the effect on the endometrium has not something to do with the 
function of the ovaries insofar as the endometrium is supposed to have possibly 
an endocrine function, as pointed out by Dr. Norris. Possibly that may affect the 
‘ovaries in some way. The one case that we operated on after radiation was very 
carefully examined and no change could be made out in the ovaries. 


DR. HAROLD C. BAILEY, New Yorxk.—I am afraid that I shall have to bring 
a discordant note into this discussion. Among my cases of large fibroids I find 
there are but nine tumors in the entire group and that only five of these extended 
above the umbilicus. As far as possible we have confined ourselves to the treat- 
ment of the interstitial fibroid the size of a three months’ pregnancy. These 
smaller fibroids disappear sometimes completely, but with the larger tumors I 
have never had the same success, 

Of the fibroids above the umbilicus, there were five cases; one was lost in the 
follow-up, I think she had a hysterectomy in another hospital; on the remaining 
four we did hysterectomies. None of these fibroids receded below the umbilicus, 
although three were somewhat reduced in size. On removal one was very edemat- 
ous and, as a matter of fact, larger than when we first treated it. One was a 
good deal smaller, but it was filled with areas of degeneration and was undoubt- 
edly going through a marked change. 

It seems to me that another important point brought out by both Dr. Burnam 
and Dr. Ward, is that these tumors recede owing to several actions of the radium. 
The follicular apparatus has to be destroyed if there is to be any reduction in 
the size of the tumor. The mucosa after irradiation also gradually atrophies, and 
no longer responds to the stimulation of the ovary. Finally, endarteritis leads to 
ocelusion of many of the smaller vessels and a reduction in the nutriment en- 
sues. Therefore, these tumors should have treatment from within the uterus, and 
the large fibroids should have in addition radiation from without, either by ra- 
dium or x-ray. 

The selection of fibroids suitable for treatment has been outlined by Dr. John 
G. Clark and others, and treatment of larger fibroids will lead to unsatisfactory 
conclusions from the standpoint of both the patient and the doctor. The bleed- 
ing is stopped, but we must wait for artificial senility on the part of the uterus 
in order’ to have it diminished in size. 


DR. R. M. RAWLS, New York.—One of the cases in Dr. Ward’s series with 
obesity and high blood pressure, was a patient of mine, thirty-six years of age 
who weighed 227 pounds and had a systolic pressure of 180, diastolic of 100. 
Her principal symptom was bleeding and pressure symptoms; 100 mgs. of radium 
was introduced for twenty-four hours and for three successive menstrual periods 
the menstruation continued and there did not seem to be any appreciable decrease 
in the fibroid, which reached three fingers above the umbilicus. There was like- 
wise a pedunculated fibroid about the size of a tangerine orange, coming off the 
internal os. At the end of six months there had been a marked decrease in the 
size of the tumor masses. This case has been followed almost three years, and 
although she weighs 227 pounds and still has a high blood pressure she is in good 
health, and the uterus the size of a nulliparous uterus, with no palpable masses. 
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DR. JOHN OSBORN POLAK, Brooxtyn, N. Y.—I should like to ask Dr. 
Burnam what difference he has observed in the effect of radium on large tumors 
in women who are below forty and those who are over forty. I would also like to 
ask him whether he can suggest any way to determine the exact relation that the 
fibroid bears to the uterus without complete surgical anesthesia, because it is, in 
our experience, the case that is an extremely bad cardiac or renal risk, or in ex- 
tremely fat or anemic risks, with the large tumor, that we need to use radium. 
Personally, we have felt that only by the most careful examination under an anes- 
thetic can we determine the relations of a tumor. 

Our own experience has been limited to five large tumors, with three suecesses. 
Two have had to be subsequently hysterectomized, and in both of these tumors we 
misjudged their relations to the uterus. In each we found extensive edema and 
considerable degenerative change. One of these patients died of a virulent strep- 
tocoecie infection, in which the coceus was demonstrated in the center of the 
tumor as well as in the blood. 


DR. JOHN G. CLARK, PHILADELPINIA  Pa.—I would eall special attention to 
one elass of tumors which we particularly feel should not be subjected to irradia- 
tion. This is the myomatous tumor with an associated anemia out of proportion 
to the actual loss of blood. The patient presents that curious lemon-yellow tint 
of skin so frequently characteristic of the cachexia of malignancy, and in addi- 
tion complains of pain on pressure over the tumor. The latter sign is of great 
diagnostic value. Such tumors are usually in the early stages of necrosis, pre- 
senting on bisection a dusky slate-like or grayish-red appearance. In such cases 
we ascribe the cachectic appearance to a blood dyscrasia incident to toxie absorp- 
tion. We fear irradiation will further add to the necrosis with its coincident dan- 
gers, and therefore strongly advocate an operation in preference. In the shrinkage 
of an ordinary myoma after irradiation, I fully econeur with Dr. Burnam in his 
assertion that there is no toxic absorption of deleterious effect, but in the above 
class of cases I take a contrary view. As I see these cases, no painful myoma 
should be irradiated for fear that it is of this early necrotic type. With positive 
contraindications to surgical intervention any large myoma associated with hemor- 
rhage may be irradiated, otherwise we limit its application to the smaller tumors 
with hemorrhage as the cardinal indication. In my department at the University 
Hospital we see no reason to change our viewpoint, based upon the observation of 
more than a thousand eases, that unless there are positive surgical contraindica- 
tions, surgery serves a better purpose than radium in our therapeutic armamen- 
tarium. 


DR. GEORGE GELLHORN. St. Louis, Mo.—I have long been convinced, as 
has Dr. Burnam, that the action of radium on fibroids is twofold. The ‘influence 
hy way of ovaries is essentially an age involution and this necessarily takes quite 
a long time. In the greater number of cases, however, there is a rather rapid 
diminution of the size of the tumor after radiation, and not infrequently, the 
menstruation will persist for one or two, in one of my cases for four months, yet 
direct effect of the radium 


upon the tumor though I cannot give a satisfactory explanation. 


the tumor continues to decrease. This can only mean ¢ 


I am using radium quite extensively, even in large tumors which formerly T at- 
tacked surgically, and I obtain very satisfactory results with intrauterine appli- 
cations, using a sereen of brass, lead, and rubber and applying the radium, on an 
average, for 1800 milligram hours. 

A word of caution may not be amiss lest others have the same unpleasant ex- 
perience I have had. In three of my eases the intrauterine applicator slipped 


down into the cervical eanal; there resulted later a stenosis or stricture at this 
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piace, which in turn led to the formation of a troublesome pyometra. For this 
reason the uterine cavity should be thoroughly packed to prevent any changes in 
position on the part of the applicator, 

Intrauterine application may not be feasible in every case. I wish to put on 
record an observation, unique as far as I know the literature, in which radiation 
of a distant part of the body resulted in diminution of a uterine fibroid. This 
was a case of a very large cervical fibroid, combined with even larger multiple 
subserous fibroids extending to the umbilicus. I might have radiated the fibroids 
of the uterine body, but the cervical fibroid was in the way, and moreover, cervi- 
cal fibroids are refractory to radium or x-ray. The condition, therefore, called 
for operation, but there was also a toxie goiter present which made operation im- 
possible. I had this goiter x-rayed with the hope of thereby rendering the case 
operable, and found very much to my surprise that, within four weeks, the tumor 
had receded from one centimeter above the umbilicus to three fingers’ width be- 
low the umbilicus. This would have been utterly inexplicable to me had it not been 
that just at that time—exactly a year ago—there was quite a discussion in the 
German Gynecologic Society at Heidelberg as to the effect of radiation of the 
hypophysis on the genital organs. A number of instances were reported where 
uterine fibroids had decreased or altogether disappeared after radiation of the 
pituitary gland. My own ease seems to indicate that fibroids may be affected by 
radiation almost anywhere in the chain of endocrine glands. 


DR. HIRAM N. VINEBERG, New York Crry.—I should like to ask how long 
after the treatment with radium can you have toxie symptoms develop. I had a 
case where there were no toxie symptoms at the time of treatment, but five or six 
weeks afterward patient developd anorexia, nausea and a feeling of faintness. 
Would these symptoms likely be due to the radium application six weeks before? 


DR. CAREY CULBERTSON, Citicaco, ILLt.—I should like to ask Dr. Burnam, 
as his paper is limited to radium treatment of large fibroid masses, which are usu- 
ally multiple and usually occur in older women, but occasionally are seen in 
younger women and occasionally are not multiple,—how does he distinguish in the 
younger women between the cases to be treated by radium and those to be treated 
by myomectomy? Radium is curative but it is also destructive, and while preg- 
nancies have taken place after radiation, this is not always to be expected. The 
point I want to make is this: that there is a conservative surgical treatment 
which is less destructive to function than is radium and x-ray. How does he dis- 
tinguish in the younger women, how does he classify his cases, as to whether they 


should be operated upon conservatively or radiated? 


DR. BURNAM (closing).—I have not presumed to classify and suggest meth- 
ods of treatment at all. I simply gave our own experience as to what might be 
done in this way and to offer it as an activator to the Society, each man thinking 
his own case out and earrying his own work out. I do not feel that we are in a 
position to lay down fixed rules at the present time. 

We have not radiated many large fibroids in young women, but the fibroids have 
apparently reduced quite as satisfactorily in the young as in the older women. 
As a general rule, it seems to me that the nervous upsets, the menopausal dis- 
turbances have been less in the younger than in the women near the menopause. 

The eases that Dr. Clark speaks about we have also observed and I have been 
inclined to put most of those in the operative group of cases. The mere fact of 
distress has made us feel that there was something additional to the fibroid, and 
I think some of those cases are perhaps due to the patient’s general condition. 
Certain patients have very weak bone marrow and the bleeding brings them to a 
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very bad situation. I would think that might account for some of the cachexia 
and anemia rather than any condition of the fibroid itself. I would feel that in 
that case you probably had some complication, that there was some infection 
which had been established rather than any absorption of toxic material. 

Dr. Ward made me think of another thing. We use an applicator about 2% 
inches long and we hardly ever feel it safe to give in one spot more than 1500 
me. hours. If we have an enormously long cavity it can be extended and we can 
radiate in several places. In our early cases sloughs occurred. As far as I can 
see, the external radiations, provided they are well applied, will make these 
fibroids go down quite as satisfactorily as the internal applications. I do not 
believe, however, it is as satisfactory a method on the whole because it does not 
control bleeding as quickly. 

I am familiar with the work of radiation of the hypophysis and I think it 
probably has an indirect effect on the ovary. Dr. Hofbauer is in Baltimore now 
and has been talking to me about radiating the mid-brain and hypophysis for 
certain conditions. He says a small dose to the mid-brain and hypophysis—a 
stimulating dose, he calls it—will remove hot flushing, motor instability and all 
the conditions that we associate with the menopause. 


Dr. Emit Novak and Dr. Kart H. Marrzyiorr (by invitation), Balti- 
more, Md., presented a paper entitled Hyperplasia of the Endome- 
trium—A Clinical and Pathological Study. (For original article 
see page 385.) 

DISCUSSION 


DR. CHARLES C. NORRIS, PHILADELPHIA.—There is no sharply drawn line 
between the histologic appearance of normal pre-menstrual endometrium and some 
of the lesser grades of hyperplasia, although in well marked specimens the latter 
is characteristic. As the essayists have stated, the mucosa may be thinner than 
the normal; in most specimens the endometrium is thickened and may be polypoid 
and macroscopically almost suggestive of a new growth; indeed Mengé has given 
the name benign adenoma to this condition, This, however, is misleading as the 
lesion is not in any sense a neoplasm. 

Whether or not hyperplasia is a clinical entity is undetermined. No active in- 
flammatory change is present and the correctness of the old theory of an inflam- 
matory constriction causing dilatation of the glands is unproven. The presence of 
plasma cells or other evidence of infection is nearly always lacking. I believe 
that hyperplasia is probably the result of malfunction of the ovaries and this is 
borne out by its greater frequency at about the menopausal age. Hyperplasia is 
frequently associated with menorrhagia. I have, however, observed cases long 
after the menopause and have also seen the characteristic histologic changes pres- 
ent in women who have never had any excessive bleeding. I am therefore inclined 
to attribute the bleeding to ovarian disturbances and to view the hyperplasia as 
an incident. This opinion is strengthened by the histologic appearance of speci- 
mens of hyperplasia, as nothing is observed which would suggest bleeding from the 
endometrium per sé. 

Metrorrhagia in association with hyperplasia is infrequent and during the can- 
eer age should always be viewed with suspicion, especially if the bleeding is of 
the ‘‘spotting’’ type and follows trauma. The cause of the bleeding is not a 
degeneration but a hyperemia. Hyperplasia of the myometrium is often present. 
Like the essayists, Whitehouse, Frank and others have called attention to the sta- 
tionary hyperplasia which is usually present in these types of endometrii 
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At all events, whatever the etiology of the bleeding, which is so common in 
association with hyperplasia, irradiation by means of radium is practically spe- 
cific in properly selected cases. A curettage and histologic examination of the 
curettage should be performed in every case in which radium therapy is to be 
employed. 


DR. I. C. RUBIN, New Yorx.—I would like to ask if it has been Dr. Novak’s 
observation that there was evidence of secretory activity of those glands. The 
interesting thing in this problem is the relationship beween endometrium and the 
condition of the ovaries. In 1918 I had occasion to operate on a young woman 
of 23 for the almost constant bleeding for a period of six months. This young 
woman had a curettage done, against my advice, and the bleeding continued. It 
was the first time in which I was able to demonstrate a perfect relationship be- 
tween the ovarian pathology and so-called essential bleeding. Both her adnexa 
were appreciably enlarged and tender. The occupation of this woman was of the 
kind that suggested strongly the possibility of a genital infection and I suspected, 
therefore, that I was dealing with an inflammatory condition of the ovaries and 
.the tubes but, to my surprise, I found that the ovaries were hypertrophied, studded 
with multiple cysts and the pelvis absolutely free, no signs of inflammation being 
present. I did a subtotal resection of both ovaries. This patient had a hemo- 
globin of 27 per cent and was a poor operative risk but I thought that that was 
the thing to do. She made an uneventful recovery and her menstruation became 
regular. I removed about four-fifths of those ovaries, leaving enough substance 
in each ovary to correspond in size to the normal virginal ovary. 

In studying the pathology of those ovaries we made a longitudinal section and 
they both presented the same picture. There were follicle cysts, varying in size 
from a tiny follicle to one tremendously dilated. resembling very much the picture 
of dilated glands that one finds in the endometrium itself and that is sometimes 
designated as follicular cyst hyperplasia. 

Thereafter I had eleven or twelve cases, mostly in young women, seven or eight 
of them being in the puberty and adolescent stage and presenting this type of 
menorrhagia. The pathology was always the same. I feel that just as you can 
get bleeding in cases of hydatidiform mole where the luetin cysts in the ovary 
are secondary to the lesion in the uterus the more common occurrence is bleeding 
from the uterus, secondary to these small multiple follicle cysts in the ovaries. 
The endometrial lesion is in these eases secondary. The absence of secretory ac- 
tivity in these endometrial glands corroborates the notion that it is follicle ripen- 
ing that causes the proliferation stage postmenstrually, and that the formation of 
the corpus luteum following the rupture of the graafian follicle which initiates the 
secretory changes typical of the pre-gravid stage. The corpus luteum demonstrated 
by Dr. Novak was probably an abortive type of corpora lutea. In those I have 
seen the fully organized gland such as you see in a regular menstrual cycle was 
not present. The corpora lutea that are formed from the graafian follicles in 
eases of endometrial hyperplasia follow one on top of another in rapid and ab- 
normal succession instead of coming month after month, perhaps two in three 
weeks or several in two months, hence no secretory activity or corkscrew-like for- 
mation of the glands is seen but rather this tremendous hyperplasia of the glands. 


DR. HENRY T. BYFORD, Cuicaco, ILt.—I would like to call attention to 
one diagnostic point. When the hyperplasia affects the entire uterine mucosa 
down to the internal os. the internal os is nearly always dilated, or soft and 
easily dilatable. When I find this soft, easily dilatable internal os in nulliparae 
I look for hyperplasia with thickening of the membrane, Dilatation usually 
brings out a little clear thin mucus. 
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DR. WILLIAM P. GRAVES, Boston.—We have found in many of our early 
cases a precocious type of sexuality, and in some have definitely prevented the 
bleeding by suspension of the uterus and thus improving the circulation. I should 
like to ask if Dr. Novak has taken into account the musculature of the uterus 
in the etiology of uterine insufficiency. 


DR. HENRY T. HUTCHINS, Boston.—I would like to ask what the treat- 
ment would be for hyperplasia with bleeding at the present time. I had a 16 
year old patient with a very low hemoglobin and a profuse menorrhagia. I 
curetted at intervals of six months and then at intervals of one to one and a half 
years. She then married and gave birth to twins. I have a feeling that if radium 


had been used at that time the woman probably would have been sterile. 


DR. CAREY CULBERTSON, Cricaco, ILt.—It is extremely important to ask 
whether we are to regard this condition as a separate entity, to be taught in the 
laboratory and to the students, because, beginning systematically with the various 
changes that take place, this is one that must be considered by itself. Hyperplasia 
of the corpus mucosa is relatively frequent; it is seen in fibroids, in chronie metri- 
tis, and in the otherwise normal uterus. I am not convinced that it is much of a 
factor in uterine hemorrhage, however. The great majority of my cases—and for 
several years I have kept a careful tabulation of this feature—have shown that 
where excessive bleeding has occurred there have been present fibroids, chronic me- 
tritis, displacement of the uterus, and the various other factors that go with hem- 
orrhage. In less than one-half the cases of hyperplasia in which there was no 
other explanation for the hemorrhage, there has been no excessive bleeding. 

Dr. Novak also brought out the very interesting feature that certain of these 
hyperplasias are not associated with an increased thickening of the whole endo- 
metrium. In my experience this type of endometrium is almost entirely limited 
to the multiparous uterus, the uterus that has gone through a number of preg- 
nancies, more than two, and I have explained it to myself as the result of regen- 
eration after labor. The epithelial and glandular elements may regenerate better 
than the interstitial, so that we have a positive increase in the glandular, and a rel- 
ative decrease in the interstitial, or—which amounts to the same thing—possibly 
there occurs a decrease in the regeneration of the stroma without an increase in 
that of the glands. The multiparous uterus is one that tends towards hemorrhage, 
so in a definite proportion of such cases we have excessive bleeding. 

The rapid development of mucous hyperplasia was brought out. Such a mem- 
brane was seen in one of my patients who eight weeks previously had passed 
through a premature confinement. 

One speaker brought out the idea of deficient secretion in these glands. This 
also has struck me as being rather significant, the fact that in many of these pa- 
tients with hyperplasia there is no marked leucorrhea. 


DR. ARTHUR H. CURTIS, Cuicaco.—Heape of England deserves credit for 
describing these changes a considerable number of years before, and it is rather 
significant that he also divided the cyclic changes into the four periods that were 


given many years subsequently by Hitschmann and Adler. 


DR. NOVAK (closing).—Dr. Norris emphasized the fact that this condition is 
most frequent at the menopause, with which observation we agree. Unlike Dr. 
Norris we have not noted flattening of the gland epithelium in all cases. Very 
frequently the epithelium is quite high, even in glands of considerable size. This 
is one of the findings which suggest that the large dilated glands are not simple 
retention cysts. Dr, Rubin spoke of the absence of secretory activity in the hy- 
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perplastic endometrium, a fact which we also stressed in our paper. The ovaries 
in these cases characteristically show a large number of small follicular cysts. 
It would seem that follicular growth is responsible for most of the gradual day- 
to day growth of the endometrium, while the periodic involution, so to speak, 
is due to the cyclical activity of the corpus luteum. The enormous overgrowth 
of the nonfunctional stratum of the endometrium is perhaps due to a great in- 
crease of the follicular stimulus, in the absence of the normal cyclical discharge. 

I believe that the dilatation of the cervical canal, mentioned by Dr. Byford, 
might well be noted in these cases where the endometrium is greatly overgrown 
and polypoid. In cases where the endometrium shows little or no thickening it 
would almost surely be absent. In reply to Dr. Graves I may say that we have 
made no especial study of the musculature, although this has been done by many 
other investigators in an effort to find an explanation for functional hemorrhage. 
I do not believe, however, that any great number of cases can be explained in 
this way. Dr. Culbertson suggested that the polypoid overgrowth was to be 
found almost entirely in multipara women. We have frequently found it, how- 
ever, in the cases noted in young girls at or near the age of puberty. I think 
that both Dr. Culbertson and Dr. Norris are correct in saying that we are per- 
haps not as yet justified in looking upon hyperplasia of the endometrium as a 
clinical entity. That it is a pathological entity, however, I believe we have 
established. Dr. Hutchins inquired about the treatment, which we have dis- 
cussed in the paper, but which I did not have time to present in the time 
allotted. It is probable that certain mild cases correct themselves. Curettage 
is usually necessary, if for no other reason than diagnosis. Sometimes one 
curettage is followed by a readjustment and recovery. Sometimes repeated 
curettage is necessary. Radiotherapy is the ideal procedure in the menopausal 
eases, but must be used with caution in young women. Hysterectomy is at 
times necessary where radium is unavailable or where other conditions exist within 
the abdomen which make operation advisable. 

Dr. Curtis referred to the work of Dr. Heape upon the menstrual changes in 
monkeys. Ineidentally, I may say that Heape has established quite definitely 
the fact that the endometrium in monkeys is shed at the time of menstruation. 
Dr. Norris has questioned whether a similar loss of tissue is noted in the human 
female. I may say that I had exactly the same skepticism until a few months 
ago. Recently, however, Dr. TeLinde and I have studied this question in the 
laboratory of Johns Hopkins Hospital and we have convineed ourselves that 
there is an extensive loss of endometrium at the time of menstruation. These 
studies will be reported at the approaching meeting of the American Medical 
Association in Chicago. 


Dr. N. Sproat HEANEY, Chicago, Ill., presented a paper entitled Eth- 
ylene and Oxygen Anesthesia for Gynecological and Obstetrical 
Work. (For original article see page 416.) 


DISCUSSION 
DR. C. H. DAVIS, MinwavuKEe.—I agree with all the experience even to the 
point of having had an explosion. I feel at the present time that the risk of 
explosion is the most serious drawback to the use of ethylene, but in connection 
with that attention is called to the fact that explosions with ether in the oper- 
ating room are not infrequent. This should lead to an increased effort for safety 
in the operating room. In the past few months I have been trying to repeat 


some of the experiments previously made on pregnant and nonpregnant animals 
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with ethylene, to determine the possible dangers from its use during pregnancy. 
The results thus far are inconclusive. I have, however, certain impressions 
which I wish to leave with you. In the first place, the margin of safety with 
ethylene, in demonstrations on groups of animals, is very much greater than 
with nitrous oxide and oxygen. In several hours of continued use we have not 
had to remove a single animal for resuscitation; in similar experiments with 
nitrous oxide it was always necessary to remove one or more animals, and some- 
times during an experiment. With nitrous oxide we have had sudden deaths of 
animals in the anesthetic chamber. Thus far that has not oceurred with the 
ethylene. 

One of the great advantages of ethylene in the operating room, which has 
been pointed out, is the rapid injection of anesthesia. We found that where 
we used a previous hypodermic of 1% of morphia and Y%o of hyoscin, an ab- 
dominal incision could be made just four minutes after the first whiff of ethylene. 
That means a tremendous saving of time in the average operating room. 

In the animal experiments we found that ethylene causes a marked conges- 
tion of the kidneys, and that it affects the liver also in a similar way that 
nitrous oxide and ether affect these organs. In one rabbit I found slight evi- 
dence that its protracted administrations may cause liver injury which is slightly 
suggestive of the lesser injuries which we find with small amounts of chloroform. 
I think it is logical to expect that an anesthetic as powerful as ethylene might 
pause certain tissue injuries. This anesthetic may kill young guinea pigs in 
utero, probably due to asphyxiation, as is the case with nitrous oxide-oxygen. 

Our experience shows that there is very little variation in the pulse during 
even a prolonged operation, and that the pulse pressure changes during the 
operation are very slight. In view of the animal experiments it would seem 
to me very probable that where there is a weak myocardium, ethylene would 
have a very distinct advantage over the nitrous oxide and ether combinations 
due to the fact that nitrous oxide always causes a certain degree of asphyxiation 
and more of a strain on the heart muscle. 

Our operative results under ethylene correspond almost identically with those 
reported by Dr. Heaney. We believe the matter of explosions can be overcome 
and that ethylene will become a very useful anesthetic. 


DR. JAMES C. MASSON, RocHEester, Minn.—So far as the anesthesia pro- 
duced is concerned, ethylene is quite satisfactory, but there is no doubt that 
great care has to be exercised in using it. In Rochester we have used it in about 
2000 cases. I was slow to change from nitrous oxide and ether to ethylene, 
and my personal experience has been limited to about 200 cases, most of which 
have been abdominal. In most of the cases a small amount of ether, varying 
from a few whiffs to an ounce and a half, was used with the ethylene. 

In work on the vagina ethylene seems to be an ideal anesthetic from the 
patient’s standpoint and it is practically never necessary to combine it with ether. 
At first I was inclined to think that there was more bleeding with ethylene, but 
it seems to vary considerably, and is probably not a serious objection as it is 
never enough to interfere with the operation. 

In the last two years I have been doing a great deal of perineal work under 
transsacral and caudal anesthesia, and as a result have not used ethylene in 
many cases in which it would be entirely satisfactory. Local anesthesia is satis- 
factory for all perineal work and I generally advise it, but let the patients 
decide; more and more are consenting to have it used. 

There is no doubt that the explosive quality of ethylene will always be a 
serious objection to its use. We had one slight explosion in Rochester. For 
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tunately, no one was hurt, but I feel that no cautery or fire of any kind should 
be on the operating floor when ethylene is in use, and that all outfits should be 
equipped with safety devices, as advised by Dr. Lockhart. 


DR. W. H. VOGT, Sr. Louis.—My personal experience with ethylene has not 
been very great, but I have seen a great deal of its use in the hospital with 
which I am connected. The one thing that has struck me particularly in the 
use of ethylene was the beautiful recovery of the patient after operation, even 
in such eases as gall bladder operations where an exposure is oftentimes very 
difficult and where much manipulation becomes necessary and where ordinarily, 
vomiting and nausea persist for a long time. 

The usual experience, I have observed, is that these patients vomit before 
they get off the table and that, as a rule, is the end of the vomiting and nausea. 
Consciousness usually returns before the patient has been returned to bed. Pa- 
tients who have been previously operated upon and have taken ether, or the 
usual anesthetic, tell us how much more pleasant this anesthetic is. 

Regarding the explosibility of ethylene gas, and warned by such reports as 
have been made today, we have invariably avoided and warned against the use 
of cauteries in the operating room. Another thing to which attention should be 
called is the fact that in some parts of the operating department, particularly 
in the rooms where the doctors dress, smoking goes on, and since this practice 
carries with it great danger, we have recently put up signs throughout the entire 
operating department that there must be no smoking in this part of the hospital 
when ethylene is being used, 

I was glad to hear that Dr. Heaney has been able to use ethylene in his 
obstetric work, particularly in getting analgesia. He seems to think that it is 
very easily accomplished, and if so it is certainly very much better than the 
nitrous oxide gas, for with ethylene we can carry the patient over to a deep 
anesthesia much more readily than with nitrous oxide gas. This is of particular 
value in cases where we have decided to do a forceps delivery. With nitrous oxide 
gas a sufficiently complete anesthesia to do a forceps delivery or any major 
obstetric operation would necessitate the additional use of ether. 


DR. JOSEPH B. DE LEE, Cuicaco.—We have been using ethylene at the 
Chicago Lying-In Hospital since about the first of January and in the main our 
experience corresponds with that of Dr. Heaney and Dr. Davis. We have not 
been entirely happy with its use although we have had no explosions. I have 
never seen an explosion from ether and we have used it now for thirty-three 
years. The objections to ethylene are the hemorrhages, which in our experience 
have been more annoying than has been reported by the others. Particularly 
when a cesarean section is done, the field is flooded with a bright blood which 
resembles somewhat the color of mercurochrome solution, Immediately upon 
ceasing the anesthetic the blood clears up. Two cases had convulsions, begin- 
ning mildly and becoming very severe. One woman almost died on the table 
after 30 per cent ethylene and 70 per cent oxygen. She had had % of morphia 
and 1499 of scopolamin, so we did not know to which to ascribe the difficulty. 

In obstetrics our experience has been very good except in a very few cases. 
It is probably better than ether for analgesia and we will continue to use it, 
but I think I would hesitate to give it unqualified endorsement. 


DR. CAREY CULBERTSON, Cuicaco.—Being made by a number of manu- 
facturers, occasionally the product distributed is not pure and with that there 
has been some trouble. Ethylene gas must be pure. Today if a new tank is 
used and the patient vomits persistently, that tank is discarded, this being ac- 
cepted as a test of its impurity. 
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My experience with the gas is the same as Dr. Heaney’s in every particular 
except one very important thing—thus far I have had no explosions, either in 
iabor or in gynecological operations. 


DR. THOMAS J. WATKINS, Cuicaco.—Following the work in the clinie of 
Dr. Heaney and others at the Presbyterian Hospital, we at St. Luke’s Hospital 
became early interested in ethylene gas for anesthesia and have been employing 
it quite regularly since that time. Our experience has been much the same as that 
of Dr. Heaney, except we have not been unfortunate engugh to have any ex- 
plosions. We are possibly not quite as enthusiastic as we were some six months 
ago. Ethylene gas is in competition with nitrous oxide as an anesthetic, There 
is little or no difference between the two as regards the comfort or discomfort 
of taking them, or as concerns the postoperative effects. Ethylene gives less 
cyanosis and more relaxation than nitrous oxide. Ethylene produces enough re- 
laxation for plastic pelvic surgery, but generally not enough for abdominal sur- 


gery, especially in complicated cases. 


DR. M. PIERCE RUCKER, RicuMonp, VA.—In this connection may I show 


a hysterogram of a patient who was given ethylene? This patient was a primip- 


ura whose labor was induced at term. The Voorhees bag was connected with a 
kymograph, and the patient was given a push button with which to signal when 
she felt pain. Up to the point that ethylene was started the patient signalled 
very accurately. As soon as the third pain under ethylene was finished she 
commenced to show a little incoordination. The uterine contractions became 
stronger and. lasted longer after ethylene was begun. When questioned after 
the delivery as to the relief of pain, she said she was perfectly aware of having 
pains but did not feel them as pain. She was perfectly comfortable although 
she could feel the uterus contract each time. 


DR. HEANEY, Cuicaco, (closing).—The danger of explosions with ethylene 
is very real and cannot be overemphasized and if in spite of all the warnings 
in the literature the surgeon uses a cautery and has an explosion, I think the 
courts would find him responsible. The points of particular importance in our 
two explosions were that they were static in origin, oceurred in the same de- 
livery room with the same anesthetist; and although there had been over 3000 
administrations in the Presbyterian Hospital and these were the only two ex- 
plosions, it would suggest that this particular delivery room may be electrically 
charged or that the anesthetist has some peculiarity in his physiology or clothing 
which makes him more dangerous as far as static electricity is concerned. 

Ethylene is of particular advantage in bad surgical risks. For instance, a 
patient, sixty-seven years old, so extremely fat that her legs did not come up in 
lithotomy sticks until anesthetized, had an adenomyoma of the body of the 
uterus with suspected malignancy. She would have been a poor subject for 
ether or for nitrous oxide. We used ethylene, the patient vomited in the 
operating room, but not afterwards, was conscious at the time she was placed 
in bed, and had very little difficulty indeed during her convalescence. We did 
an abdominal hysterectomy on a diabetic patient of Dr. Woodyatt’s, who was 
kept sugar-free with a great deal of trouble, and the patient’s condition the 
next day was better than we would expect had local anesthesia been used. 


NEW YORK ACADEMY OF MEDICINE 
SECTION ON OBSTETRICS AND GYNECOLOGY 
STATED MEETING, APRIL 22, 1924 
Dr. FREDERICK W. RICE IN THE CHAIR 


Dr. S. L. Newman described a ease in which was found a Gold 
Pessary Imbedded in a Full Term Placenta. 


This contraceptive device was discovered sixteen months later imbedded in a 
normal placenta while the latter was spontaneously expelled during a full term 
normal labor. 

Patient A. S., age twenty-six years, para iii, was admitted to the Beth Israel 
Hospital, February 13, 1924. Menstrual history normal. She was married six 
years and gave birth to two children prior to the last, without any complications 


Fig. 1. 


whatever. When the second child was three months old ‘she was advised by a 


girl friend to consult her physician about some measure to prevent conception. Her 
physician inserted into her uterus a wish-bone pessary and told her to report a 
month later. This she did not do, but came to him several months later when she 
noticed that she missed a period. Her physician made a rather lengthy examina- 
tion and informed her that he could not see the cap of the pessary and concluded 
that she must have lost the contrivance. Emmenagogues which he thereafter gave 
her proving futile, the patient concluded to go through with it and not try any 
other means to bring about an abortion. 
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Thereafter the pregnancy was uneventful. She felt no symptoms suggestive of 
a foreign body in her uterus and went to full term. Her delivery was spontaneous. 
She gave birth to a very healthy looking baby weighing 8 pounds 12 ounces. The 
placenta shortly afterwards began to be extruded from the vulvar orifice by a 
Schultze mechanism. The gold wire pessary was found imbedded in the placenta 
on the fetal surface as illustrated (Fig. 1). The amniotic membrane was torn off 
from the placental segment beginning at the site of the pessary, thus revealing 
more distinctly its rather superficial position. 

The curious feature is that the pessary which was introduced prongs first was 
carried far into the growing uterus and in undergoing a complete version it be- 
came imbedded midway between the center and the periphery of the placenta, the 
prongs pointing to the margin. With the exception of some necrotic areas, this 
segment of the placenta showed no marked pathologic changes whatever. 

The significant features of the case are as follows: 

1. The pessary was a failure as a contraceptive measure in the first place. 

2. Later on even with the reinforcements of emmenagogues it failed to curtail 
the pregnancy. 

3. Patient suffered no inconvenience from its presence, no bleeding, no pains 
anywhere, and not even a leucorrheal discharge, so that the patient at the time 
of labor had completely forgotten the incident of its introduction 16 months prior. 

4. The pessary was included in the amniotic sac and did not remain extraovular. 
The appearance of the blood vessels as well as the distal segment of the p'acenta 
showed that its attachment in the placenta was early. 


DISCUSSION 


DR. ARTHUR STEIN.—Although this device is inserted quite frequently, yet 
such accidents are rather rare. Only a week ago I myself saw a patient who gave 
the history of having a pessary of this type inserted by her physician about a 
year prior to her admission to the hospital. A few days before coming to us 
she went to a physician and asked him to remove the pessary and clean it. As 
he could not find it he advised a roentgenogram, which showed the gold pessary, 
without the cap, way up in the uterus. The two prongs were widely separated 
and we thought that they had entered the tubes. There was no difficulty in re- 
moving the pessary after dilating the cervix. 


Dr. FREDERICK C. FREED reported a case of Embryotomy and Hysterec- 
tomy in Chondrodystrophic Dwarf. 


This case was brought in by ambulance to the service of Dr. Frederick W. Rice 
at Bellevue Hospital, December 9, 1923. 

The patient was a female, forty-two years old, a chondrodystrophic dwarf with 
arms and legs disproportionately smaller than the forearms, the trunk and lower 
legs. Her legs were markedly deformed with anterior bowing. Her height was 
three feet and ten inches (115 cm.). She had a brachycephalic head and her 
musculature was well developed. 

She was born in Italy, had had seven brothers and four sisters all of whom 
are now dead. None were deformed. Her father and one brother died of insanity. 
She nursed at her mother’s breast for two years and did not walk until she was 
four years old. She had none of the usual diseases of childhood and has worked 
most of her life as a glove finisher. Her menstruation was established at fourteen 
years, was of five days’ duration, moderate in amount and occurred every thirty 
days, her last period occurring March 6, 1923. She was unmarried and had had 
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two previous pregnancies resulting in spontaneous miscarriages at two and four 
months’ respectively. 

The membranes ruptured spontaneously at 5 A. M., following onset of labor 
pains at 4 A. M. Uterine contractions were strong, occurring every three minutes 
and lasting from forty to fifty seconds on admission. Her only attendant had been 
the ambulance surgeon. 

By abdominal examination definite fetal parts could not be outlined due to 
thickness of abdominal wall and tenseness of uterus; irregular masses, however, 
were felt. No movements of fetus were noted and the fetal heart could not be 
elicited. 

Vaginal examination revealed a foot presenting between the labia and a loop 
of nonpulsating umbilical cord beside it. High up in the oblique diameter of 
the inlet of the pelvis the other foot was felt, a tight ring of cervix was around the 
leg of the second foot. A slight amount of amniotic fluid that escaped was green 
and foul smelling. 

Pelvic measurements were: Between spines 20.5 em.; between crests 20.0 em.; 
external conjugate 14.5 em.; oblique—right 19.0 em.; oblique—left 18.5 em.; 
diagonal conjugate 6 cm.; true conjugate 4 cm.; height of symphysis 6 cm.; 
transverse of outlet 10 cm.; antero-posterior diameter of outlet 8 cm. 

The patient was taken to the operating room, placed in the dorsal position on 
the table, given nitrous oxide gas and ether and painted with tincture of iodine. 
A filet of gauze was thrown around the lower foot and prolapsed cord and with 
some difficulty a second filet was put around the other foot. The abdomen was 
opened from below the umbilicus to the symphysis pubes, uterus exposed, found 
to be tense and to contain multiple tumors. Uterus was incised in situ. It was so 
tight about the fetus that a decapitation was necessary and the head was removed 
before the legs could be reached for amputation; also baby’s abdomen was opened 
and finally the legs and cord were amputated and these were pulled out through 
the vagina by an assistant drawing on the filets. The torso was removed through 
the abdominal wound; likewise the placenta and membranes. Clamps were applied 
fo the broad ligaments, bleeding controlled and supravaginal hysterectomy done. 
The abdomen was closed in layers, without drainage. 

Pathology: Endometrium was greenish brown and foul smelling. Uterus showed 
numerous fibroid tumors varying in size from a pea to a small hen’s egg, some 
undergoing degeneration. Estimated weight of fetus was seven pounds and its 
skin showed signs of beginning maceration. 

Highest temperature 100° F. on second day, highest pulse rate 96 on second 
day. Wound healed by primary union and patient was discharged on the sixteenth 
day, and is now back at her usual work. 


DISCUSSION 


DR. HAROLD BATLEY.—I believe that Dr. Freed did exactly the right thing. 
One might think that it would be easy to puncture the head and remove it col- 
lapsed, but occasionally in spite of all kinds of manipulations it is very difficult 
to sueceed. The removal of the uterus in all probability led to the good result in 
this case. 


DR. RICE.—We had two other cases at that time with absolutely contracted 
pelvis, and there was no question but that cesarean section was definitely indicated. 
The question that did come up though was whether to do a hysterectomy. In both 
cases there was a discharge of foul lochia from the uterus. In one case we decided 
to sew the uterus up and put drainage in the uterus and in the culdesac. This 
patient recovered; the other case we did not drain and the patient died. If I had a 
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similar case in which there had been a great deal of interference and infection 
was suspected, instead of attempting a conservative operation I would remove the 
uterus. 


Dr. Menas 8. Grecory read a paper entitled Mental Disturbances As- 
sociated with Childbearing. (See page 420.) 


DISCUSSION 


DR. GEORGE H. KIRBY.—Dr. Gregory has shown that with the progress of 
modern psychiatry the old conception of puerperal insanity has gradually become 
untenable until it now seems to be about ready to disappear altogether. Childbirth 
as an etiologic factor has taken its place among the exciting or precipitating causes 
of mental disorder. We now recognize it to be a cause which, under certain circum- 
stances, may bring about a number of different types of psychotic reaction. How- 
ever, we still have the problem of how and why childbirth acts to bring about a 
mental disturbance and a further problem of what can be done to prevent such a 
distressing event from taking place. 

In one group of cases, as Dr. Gregory has pointed out, the situation is relatively 
simple. These are the cases where childbirth is complicated by the presence of a 
toxie or infectious condition. Mental reactions to toxic or infectious agents are in 
general very much the same whether the case is a puerperal one or not. We deal 
here with a type of mental disorder to which any woman may succumb if sufficiently 
overloaded by toxemia. There is little doubt but that these toxic-infectious cases 
have in recent years noticeably decreased. I see septic cases much less frequently 
than formerly. In fact, the infrequency with which these septic cases are how 
seen in state hospital practice is quite remarkable. 

In a second and much larger group of cases which arise in connection with 
childbirth, the situation is quite different and the etiological relationships are less 
evident or at least are more complex. This group is made up principally of manic- 
depressive and dementia precox cases, the symptoms and course of which Dr. 
Gregory has very clearly outlined in his paper. Although these disorders are very 
frequently precipitated by childbirth, yet we have reasons to believe that the more 
fundamental cause is to be found in the mental constitution and the underlying 
emotional reactive tendencies and disposition of the individual. In other words, 
when these types of mental disturbance occur in connection with childbirth, they 
seem to depend to a large extent on the way the individual has been psychologically 
conditioned in earlier life; there seems to have been establishd a predisposition 
to react abnormally to childbirth. One is perhaps justified in saying that only cer- 
tain constitutional types of women are in danger of breaking down with these 
psychoses under the influence of childbirth. 

Clinical experience teaches that although childbirth is a normal physiological 
function, yet it becomes in certain individuals a stress, particularly a psychologic 
stress, under which they break just as we see individuals break down in other 
situations. Dr. Gregory in deseribing the case of a man who lost his pocketbook 
gave a good illustration of the way an acute psychologic stress may precipitate a 
psychosis. A somewhat similar case which I saw was that of a woman whose baby 
was casually taken from her into another room while the mother slept. On awaking 
and finding the baby gone she at once developed a psychosis and insisted the baby 
had been stolen. Although the baby was immediately brought back to her, it did 
not cure her. In such a case there was probably a subconscious desire to get rid of 
the baby. In the ideas, imaginations and delusions of cases developing with child- 

birth, we can often see the underlying mental conflict revealed and this may 
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indicate to us quite clearly the reason why the individual reacted to childbirth with 
a psychosis. -For instance, if a patient, in a psychosis following childbirth, shows 
marked antagonism to the husband, denies the marriage, shows aversion to the 
child, gives her maiden name or claims to be a virgin, it is fairly plain that there 
is an underlying conflict referring to married life, and in such cases we get some 
idea of how the childbirth, in cementing a union distasteful to the patient, was a 
factor in bringing about a psychosis, the latter in a way being a reaction against 
the idea of marriage. 

All these cases, whether we call them dementia precox or manic-depressive in- 
Sanity, have their own individual psychologic problems and, as Dr. Gregory has so 
well emphasized, it is a field which offers very great opportunities for preventive 
work and for mental hygiene. The first step is for the physician to know his patients 
better and take the same sort of interest in the mental health as in the physical 
well-being of those who come under his care and observation. As a matter of fact, 
we can see in many cases already before the actual mental breakdown occurs, 
even by easual observation, that there are personality traits of an unhealthy kind 
and a lack of mental adjustment in the home and family life which may foretell 
disaster under the stress of childbirth. In certain cases it may be obvious that the 
person has not progressed psychologically or emotionally to an adult sexual level 
and that it may therefore be impossible for her to make a satisfactory adaptation to 
married life and childbirth. A study of the cases of the type mentioned makes 
it plain that a mental disorder occurring in connection with childbirth may have 
back of it a very complex etiology, an etiology which contains factors reaching 
back into the early years and developmental period of life; and we have, I think, 
reason to believe that these factors are often of more importance than the im- 
mediate stresses of childbirth as we usually understand them. 


DR. A. A. BRILL.—TI should like to add a few remarks to what was said about 
marital maladjustment during pregnancy. Such difficulties are particularly observed 
in the neurotic types, for in addition to the psychotic disturbances we find a great 
many psychoneuroses. Moreover, even those who are not neurotic or psychotic 
often have to struggle with vital problems. I have often wondered why the 
obstetrician is so reluctant to discuss matters dealing with sex when his specialty 
is so intimately connected with this function. Take, for instance, the question of 
sexual relations during pregnancy. Many pregnant women or their husbands often 
wish to be enlightened about it; it is of great importance to them, but when they 
consult their obstetricians they often get no answer, or the answers are more 
confusing than enlightening. I am also aware of the fact that some obstetricians 
forbid sexual relations during pregnancy. There may be some reason for this 
in some of the cases, but my experiences have taught me that unless there are def- 
inite indications to the contrary, normal sexual relations should continue, for 
months of abstinence may not only bring to the surface all sorts of neurotic 
affections in the woman but do much harm to the social and moral status of 
the family. I know of one man who resorted to homosexual practices after ab- 
staining for a. few months (to be sure, he was more or less predisposed to it), 
and many others who became involved in illegitimate sexual affairs with the usual 
pernicious results. I have seen many neurotic outbreaks in pregnant women 
who worried over such matters. I brought up this question in order to hear your 
expression of opinion about it. 

It is my opinion that there would be very few neurotie disturbances during 
pregnancy if the obstetrician and general practitioner would be more interested 
in the emotional life of their patients and would pay some attention to their 
psychie needs. After all, pregnaney is a normal physiologic process and should 
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be impressed as such. There is very little or hardly any reason for expecting 
every pregnant woman to be afilicted with ‘‘vomiting of pregnancy.’’ I have 
seen a number of women who manifested this so-called physiologic symptom in 
a severe form whom I cured of it psychically. I can also mention cases who 
had marked vomiting spells during the whole period of pregnancy but who 
hardly showed any vomiting during their pregnancies after they were treated 
psychoanalytically. Dr. Brunsechweiler of Ziirich actually believes that practically 
ali vomiting of pregnancy is psychic and only very slightly physiologic. I fully 
agree with him. T always find it in severe form in women who have a definite re- 
sistance to pregnancy because of conscious and unconscious dislikes for the husband. 
It is purely hysterical. 

I fully agree with Dr. Gregory that there is no such disease as puerperal in- 
sanity, that which is so-called belongs to one of a number of psychotic pictures 
which may be precipitated by pregnancy. I also feel that there would be very 
few neurotic symptoms of pregnancy if the patients were differently managed. 
If the patient would not be told that she will have vomiting of pregnancy and 
that she will be more or less invalided by it, but if she would instead be impressed 
with a normal ‘‘health conscience,’’ there would be very few severe neurotic 
disturbances of pregnancy. To be sure, those who take up suggestions and react 
to them are neurotically predisposed in the first place, but even here much can 
be done by the obstetrician who pays some attention to the psychic and emotional 


factors of his patients and who is not squeamish when he is confronted with sex 
problems. 


DR. W. L. RUSSELL.—The few remarks I have to make relate to 71 cases 
treated at Bloomingdale Hospital. The study, which is being made by Dr. Tiebout 
and Dr. Kilpatrick of the Hospital Staff, is along slightly different lines than 
that of Dr. Gregory’s, in that patients were omitted who had chronic mental dis- 
orders when they became pregnant. All were cases that developed during preg- 
nancy or after childbirth. The present presentation is a preliminary one and 
the full study will be published later. 


Of the 71 cases, 36 were in their first pregnancy; 35 were multiparae. Of the 
latter 29 were in their second or third pregnancy, all but 6 cases were within the 
first three pregnancies. In 49 cases there had been other cases of nervous and 
mental disorders in the family, the inquiry covering 3 generations; 70 per cent 
therefore belonged to stock in which nervous or mental disorders had occurred. 
In 64 per cent there was distinct evidence of mental instability in the personality 
of the individuals, shown by the fact that the women were susceptible to reactions 
in the direction of mental or nervous disturbances. In 42 cases there were definite 
physical factors that could be held responsible for the mental condition. Septic 
infection was present in 22 cases, or 30 per cent. In 22 cases there was poor 
marital adjustment, and in 35, or 50 per cent, mental factors were apparently 
operative in bringing about the disorder. In only 8 of the cases did the disorder 
appear during pregnancy. Of the 63 postpartum cases, 15 became mentally ill 
within a week after the birth, 18 remained well for more than a month, and 2 
did not show signs of mental disorder for six months. 


The types of mental disease met with in this series indicate clearly that there 
is no distinct type of mental disorder characteristic of the puerperium. The types 
were as follows: Depressions, 26 cases, in 10 of which there was some confusion; 
22 were cases of delirium, 11 of which were clearly of toxic origin while in 12 
no source of toxemia was discoverable; six were cases of manic excitement, and 
three were of circular type; 10 proved to be deteriorating cases, though in some 
instances the onset was very acute and the reaction of a delirious type. There 
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were three psychoneuroses. The cases of depression with confusion, the benign 
eases of delirium in which a toxie origin could not be clearly shown, and the 
frankly toxic cases, 33 in all, constituted 46 per cent of the total cases. In many 
of the cases which were not frankly toxic, a high white cell count, and a degree 
of delirium-like confusion strongly suggested a toxic condition. 

As to the results, 10 cases proved to be of a deteriorating type; of the re- 
maining 61, 28 had recovered when they left the Hospital. All the cases of 
depression and manic excitement made good recoveries eventually. Complete in- 
formation concerning the cases of delirium is not yet available, though undoubtedly 
recovery was the rule. The psychoneurotics made a good adjustment. 

We feel that the number of cases is too small for broad generalizations, but 
they seem to indicate that mental disorder is a distinct menace belonging to child- 
bearing in patients with a tendency to react in a neurotic or psychotic way, and 
to some others. This is a danger which the obstetrician should realize. It would 
be advisable for him to make some inquiry as to the family history of the patient, 
and as to her makeup with special reference to aptitude for psychotic or neurotic 
reactions. By so doing he would be prepared to anticipate danger. The manic-de- 
pressive and delirium types, which made up 70 per cent of the total number, were 
favorable as regards immediate recovery. Mental factors were apparently even 
more potent than bodily changes in our cases. Other factors are not, of course, 
to be regarded as purely incidental, but the mental factor may render the patient 
very prone to react in a particular way. Marital maladjustments seemed to us 
to play a specially important réle. Some previous studies made at the hospital, 
and also the observation of army physicians, seem to show that exhaustion alone 
rarely, if ever, produces a psychosis. If it does produce mental disorder, it is 
very transient, and usually other factors are combined with it. The fact that 
14 per cent proved malignant, is quite important and shows that one has to be 
careful in prognosis even in cases that begin with rather benign appearing types 
of reaction. An important practical observation is that the depressive cases were 
so often acutely suicidal; 16 of the depressed cases were extremely suicidal. 


DR. HAROLD BAILEY.—I should like the term ‘‘ puerperal insanity’’ removed 
from our nomenclature, for it implies an onus that falls on the obstetrician. This 
condition, even the major variety, is not at all infrequent, and we see a great many 
of the milder types. 

I recall five or six cases that represent almost every type of mental disorder 
that has been spoken of. We see these mental disorders frequently after eclampsia 
but most of them subside within a few days. Instead of the term ‘‘ puerperal in- 
sanity’’ we should speak of mental disturbances accompanying pregnancy and the 
puerperium. 

I have seen but one case of wildly maniacal septic psychosis. There are few 
eases of mental disorder due to sepsis. On the other hand we see depressions 
frequently in early pregnancy. If the mental disturbance occurs in the latter 
part of pregnancy, labor is induced and the patient passed over to Dr. Gregory 
and others trained in the care of mental diseases, but if it occurs in the early part 
of pregnancy we must decide whether it is better to interfere or not. As all 
obstetricians know there is a peculiar mental attitude in the pregnant woman. Many 
of the cases of vomiting of pregnancy are due to a greatly disturbed mental condi- 
tion. Some of us believe that the vomiting is due to acidosis and induce abortion. 
One case of mental disturbance that Dr. Gregory had under his care for six weeks, 
recovered as soon as the uterus was emptied. 

We also find the queer condition mentioned by one of the speakers in which 
the woman has an aversion to her husband or to the doctor. I believe that a great 
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many women are abnormal during pregnancy and I never treat a woman as normal 
until the first three months have passed and the placenta is functioning. 

There are other manifestations of minor character. We see this in the case 
with which mental control of the patient is obtained during labor. If the doctor 
has the correct training he is able to control the mental attitude to a great extent 
and to remove the fear. The older men possessed this ability to a greater degree 
than we do today. Perhaps the younger men are too hurried and depend too much 
upon anesthetics. 


I had one patient who lost her memory. She was undoubtedly of the depressive 
type. She came into my office with no recollection of anything, not even of her 
name. I sought the aid of an alienist, but by the time he arrived she was restored. 
I know of another woman who was blind. She was brought to the hospital by 
a physician and by evening was perfectly well again. The eye examination showed 
absolutely nothing. 


DR. BETTY FAIRBANKS.—I think it would be of great interest to those 
practitioners with less experience in the treatment of mental disorders than Dr. 
Gregory, if he would indicate those types which would be likely to show amelioration 
of symptoms on the emptying of the uterus. I recently saw a woman who had 
complained of terrifying thoughts, they were hardly impulses, which flashed into her 
mind, and caused her great distress. For instance she said, ‘‘I suddenly think 
what would happen if I drowned my little girl?’’ At the time of her fourth 
pregnancy it was reported to me that she was acting queerly and continually 
bathing her children. I was quite alarmed, and urged the obstetrician in charge 
of the case to empty the uterus, which, as she showed no toxic signs, he was most 
unwilling to do. She fortunately aborted herself and the mental signs cleared 
up. In this type of case it seems to me that the pregnancy was responsible for 
breaking down the normal resistance of the patient to fantastic impressions and 
that she was extremely likely to commit some act that would necessitate her con- 
finement as a lunatic, with disastrous effects for the other children. 

Another patient developed confusional insanity, and the abortion only served 
to increase her general melancholy, and if possible her symptoms were more marked 
than when she was looking forward to the baby. In my own very limited experience, 
the phobias which usually occur in primiparae, can safely be treated with moral 
suasion, but in the more serious types of mental derangement it would be of the 
greatest value if Dr. Gregory would indicate the general lines along which the 
physician should work before he has to have recourse to Bellevue or Bloomingdale. 


DR. F. W. RICE.—I should like to ask Dr. Gregory, in connection with the 
case in which there were recurrences of mental disturbance in a patient who had 
a prolonged first attack, how he would classify that case. There is no question 
that we as obstetricians have a great deal of work to do in the directions pointed 
out by Dr. Gregory and those who have discussed his paper, for thus far we 
have made very little start in the application of mental hygien¢ in obstetrics. We 
must learn to manage these patients, for they require intelligent handling. We 
know that most patients show some mental reaction to the physiologic changes 
associated with pregnancy. We know for a fact, however, that only 40 per cent 
of pregnant patients have nausea and vomiting, and if these symptoms are due 
to toxemia, as has been claimed, it is unlike any other type of toxemia that we 
encounter in that there are no urinary or blood changes and these symptoms almost 
always develop in patients with a neurotic tendency. Indeed, we often can tell 
in advance which patients are likely to suffer from nausea and vomiting, and we 
find that we obtain wonderful results by the use of suggestion. If patients of 
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this type are given encouragement and can be influenced to adopt a proper psychic 
attitude, they experience little or no vomiting. In cases of pernicious vomiting, if a 
patient is transferred to the hospital, away from friends, and gets no unnecessary 
sympathy, no opportunity to talk over her condition with friends, her symptoms 
abate very rapidly in the different environment. We try to make the patient under- 
stand that there is to be no induced abortion; and with proper rest and by using 
the stomach tube, colonic irrigation and keeping visitors away, the patient very 
soon improves. It seems to be human nature for women to tell a pregnant woman 
the most horrible things they have heard in connection with childbirth, though it is 
hard to explain why this should be. In view of this fact we advise our patients 
during pregnancy against talking about their condition to other women. 

Dr. Bailey spoke of the advantage that came from the patient having confidence 
in her physician. If she has this confidence in him, when he tells her that she 
is not going to have a difficult time during labor and then is present at the be- 
ginning of labor and relieves her pain, that terrible anxiety that so many women 
experience will be done away with. We can explain to the patient that the dangers 
and suffering in childbirth today are not so great as they formerly were. She can 
be told that more can be done to alleviate her pain and that the dangers of in- 
fection are not so great. 


DR. BAILEY.—I should like to ask Dr. Gregory what he thinks about children 
born of these women who are decidedly mentally disturbed. 


DR. GREGORY (closing).—I am glad to learn that the value of mental hygiene 
in obstetrics is much more appreciated than I had anticipated. 

The question as to when the uterus should be emptied, must be decided accord- 
ing to the individual needs of each case. In some cases the emptying of the uterus 
might be harmful; in others, it should be done, as it might be the only way to 
save the mental health of the mother. I recall the case of a rather intelligent young 
mother who, six years prior to the onset of the psychosis, married a young man 
whom she admired, with the mental reservation, however, at the time of her mar- 
riage, that he might not have been the ideal mate for her. Her mental malady 
was in the nature of a manic-depressive psychosis, with strong suicidal impulses. 
Among other notions which she expressed during her illness, she referred frequently 
to the fact that she did not love her husband, that she had made a mistake in 
marrying him, that she now distinctly recalled that before and at the time of her 
marriage, she had entertained doubts regarding her love for him, ete. On a 
closer analysis of the situation, it seemed to me that, although she did not look 
upon her husband as an ideal. one, nevertheless, she had a great deal of admiration 
and regard for him. In the early stages of her illness, this patient became pregnant, 
and we were confronted with the important question whether pregnancy should be 
interrupted, in the interest of her health. After careful consideration of the 
situation, I deemed it advisable to permit the pregnancy to continue, as it was 
my opinion that motherhood, in this particular patient and at this particular time, 
would serve to bring her to a closer psychologic contact with her husband. The 
pregnancy continued and at the seventh month she was perfectly well mentally. 
She was delivered of a full term child and has remained well and happy since. 

This was a case, then, in which it would have been a great mistake to have 
emptied the uterus, as I am quite certain the psychosis would have taken on a much 
more serious aspect. 

Another instance is that of a patient who had had two previous attacks of 
manic-depressive psychosis, one associated with child-bearing. She again became 
pregnant and naturally the question arose whether it would not be advisable to 
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interrupt the pregnancy, as there was danger of her having another similar attack. 

As this woman was laboring under considerable fear that she might have another 
attack of mental trouble,—the anxious anticipation which I referred to in my 
paper,—I advised that the uterus be emptied, which was done. She has remained 
well ever since. 

The point is, that in dealing with psychiatric problems of this kind, we cannot 
follow any set rules, but that each case must be dealt with according to the cir- 
eumstances surrounding it, whether inherent or environmental or both. 

What was said about phobias in connection with pregnancy was very interesting. 
Phobias and fears in pregnant mothers are not uncommon, although I have seen 
comparatively few such cases. 

When a pregnant mother suffers from a phobia of any sort, the same rule as in 
the case of the psychotic disorders which I mentioned above should be followed. 
If the personal makeup of the patient is such that we might expect a reasonable 
response to treatment, it would be advisable to permit the pregnancy to continue. 
It, however, we are dealing with a psychopathic personality, burdened with un- 
favorable heredity and unfortunate social and environmental conditions, the termina- 
tion of the pregnancy might be considered. 

Patients with amnesia have the same mental mechanism as the case I have 
mentioned in my paper, namely, the man who lost his mind as a result of the fear 
that he might lose his pocketbook. This man undoubtedly had some unconscious 
desire not to return home, and his brief attack of mental trouble was the uncon- 
scious realization of this wish. 

The same mechanism applies to the case of the woman who feared that she 
might go ‘‘crazy,’’ or to the other who had a fear that her baby might be born 
dead; in both these cases it may be said that there were some unconscious reasons 
why the children were not wanted. 

The point I wished to emphasize in this paper, was that pregnancy and child- 
bearing per se, have no direct causal relation to mental disorders occurring during 
those periods; that one may observe any type of mental disorder in connection 
with childbearing; that the mental disturbances occurring in this period may be of 
benign or chronic type and that they may be of short duration or may last for a 
prolonged period. Further, I took this opportunity to call attention most partic- 
ularly to the fact that we as physicians pay very little attention to the mental 
conflicts of our patients, whether we are obstetricians, internists or surgeons, and 
that at least part of our failures in the treatment of our patients may be traceable 
to this neglect. 

The various healing cults, such as Christian Scientists, Mental Healers, New 
Thought teachers and even fortune tellers, flourish upon this very failure to recognize 
on the part of the physician the value of psychic factors in the treatment of 
physical disorders. The obstetrician should keep in mind the fact that the pregnant 
mother is laboring under tremendous physical and mental stress, and that frequently 
a sympathetic attitude, with a conscious concern regarding the psychic welfare of his 
patient, may often lighten her mental conflicts, even to the extent of preventing 
a mental breakdown. 
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Eclampsia 


Lévi-Solal and A. Tzanck: New Experimental Researches upon the Pathogenesis 


and the Therapeutics of Puerperal Eclampsia. La Presse Médicale, Aug. 1, 
1923, p. 669. 


The authors review briefly the various theories regarding the pathogenesis of 
eclampsia. They conclude that the evidence shows that the organic lesions found 
at autopsy are inconstant, are produced by eclampsia or by the pre-eclamptic state, 
and that we cannot consider eclampsia as caused by renal, hepatic, or endocrine dis- 
orders. Such lesions as are found may predispose to eclamptic convulsions, but 
cannot be considered as the exciting cause thereof. 

By animal experimentation, the authors have found that serum from eclamptie 
women is toxic, 1 to 2 ¢.c. per kilo of body weight being fatal to the guinea-pig, 
while this animal is not affected by serum from men, from normal women (pregnant 
or not), or from other animals, even when given in doses 6 to 8 times as large. In 
these experiments, the serum was administered by intracardiac injection. Bar, as 
well as Landsteiner and Graff, performed similar experiments and reached the same 
conclusions. Further work has convinced the authors that eclamptic serum con- 
tains two toxic principles, one convulsant, the other equally lethal but not convul- 
sant. The former principle is rendered innocuous by heating to 55° C., or by dis- 
intoxicating the eclamptic by treatment. The second principle is not thus dissipated, 
is found in the serum of former eclamptics with slight renal or hepatic insufficiency, 
in the serum of albuminuric women with hypertension, in the serum of pregnant 
eardiopaths, and was also found in the serum of an icteric woman in labor. These 
facts appear to show that a part of the eclamptic toxemia is due to organic altera- 
tions, which produce the second toxic substance. Death from the first toxie principle, 
as observed in animals, is typical of human eclampsia, with convulsions, soon followed 
by death. The second principle makes the animals torpid and somnolent; they lie 
quietly on their sides and die without convulsions. 

A study of the question of massive coagulation, so often found at autopsy on 
eclamptics, convinced the authors that such findings are merely incidental, and not 
the cause of death. Experimentally, they found that by injecting animals with anti- 
coagulants (non-toxic doses of sodium citrate or of sulfarsenol), followed by fatal 
doses of eclamptic serum, death was not averted but the blood was found fluid at 
autopsy. 

The authors are of the opinion that the phenomena of eclampsia are identical 
with those of anaphylactic shock. This view they support: (1) by the clinical pic- 
ture, 1.e., the suddenness of the attacks, possible recurrence in successive gestations, 
and frequent disappearance of symptoms with intrauterine fetal death; (2) by the 
behavior of the injected animal, it lies quietly for 1 to 3 minutes, pruritus then de- 
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velops, followed by convulsions, and the heart continues to beat for several minutes 
after respiration ceases; (3) by the biologic behavior of the convulsant principle, 
which is similar to that of anaphylactie principles. 

Naturally, the placental villi are thought of as the source of the toxins. The 
authors have been able, with unautolysed filtrates from the placentas of eclamptics, 
to produce effects identical with those following the administration of eclamptic 
serum. However, not all eclamptic placentas have reacted thus; furthermore, typical 
convulsive attacks were obtained with the filtrate from a luetie placenta and from 
a twin placenta. This placental toxicity was independent of any coagulant 
phenomena. 

It was considered likely that susceptibility to this placental toxin varied accord- 
ing to the vagosympathetie tone, so drugs acting particularly on the sympathetic 
system, i.e., adrenalin, atropin, eserin, and pilocarpine, were tested for their pro- 
tective values. Of these, pilocarpine hydrochloride, in the dose of 1 mg. for a 
guinea pig of 500 to 600 gm., when mixed with a lethal dose of eclamptice serum or 
of placental extract, prevented the death of the animal in over 80 per cent of the 
tests. The other drugs did not protect. Furthermore, experimental anaphylaxis, 
e.g., that produced in animals sensitized against antidiphtheritic serum, was prevented 
by the serum-pilocarpine mixture, while death was the rule in the control animals. 

Clinically, one case of eclampsia was treated along these lines with success. Pa- 
tient had nine convulsions before the injection of 5 mg. of pilocarpine hydrochloride, 
but none after the injection. The dose was repeated three times in the first twenty- 
four hours, as the investigators preferred to take no chances. E. L. KING. 


Sellheim, H.: Eclampsia and Pregnancy Toxemia as a Specific Disease of Human 
Reproduction and Culture. Medizinische Klinik, 1923, xix, 1143. 


The idea is old that eclampsia depends upon the extraordinary demands made 
upon pregnant women, hence the frequency of eclampsia in primiparas unaccustomed 
to this task and in cases of multiple pregnancy where the burden is much greater. 
Eclampsia occurs in humans only, hence we must seek the difference between ‘the 
human female and the female of the lower animals. 

Labor in women is attended with mechanical difficulties. The development of the 
upright position brought about a marked pelvie closure and a greater curvature to 
the birth canal which must be overcome with greater force. On the part of the 
child, the larger size of the brain produces a larger skull which makes labor more 
difficult. The most important factor, however, in eclampsia is the great demand 
made on the body metabolism which results in a poisoning due to faulty protein 
metabolism. 

Among those who live on a vegetarian diet there is less eclampsia than among 
those who live on an animal diet. Eclampsia is also much more common in cities 
than in the country because the people who live in the country live a more natural 
life. Among primitive races eclampsia was almost unknown. 

Some authorities on the study of sera, claim there are lability tests of the blood 
for the triad, syphilis, neoplasms and pregnancy, thereby classifying pregnancy as 
a disease. There are evidences which indicate that pregnancy and labor among the 
cultured races border on the pathologic. Examples are the appearance of abdominal 
striae, diastasis of the recti muscles, perineal lacerations and relaxation with sub- 
sequent prolapse of the uterus, etc., all of which are lacking in unhindered nature. 
In the light of this, Sellheim believes that eclampsia and the other toxemias of 
pregnancy are specific diseases of human propagation and culture. 


J. P. GREENHILL. 
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Lawrence: Studies in the Etiology of Eclampsia. The Pennsylvania Medical 
Journal, 1922, xxv, 771. 


Eclampsia is a generalized toxemia terminating in an anaphylactic reaction, the 
convulsion. The course of the disease is divided into three stages: mild, severe and 
convulsive. Low mentality, faulty personal hygiene and pre-existing lesions of the 
eliminative systems seem to the author to be the factors determining the extent and 
severity of the complex. Constipation, edema, headache and albuminuria are symp- 
toms common to all stages of the toxemia. A period in which the body is over- 
saturated with foreign protein (chorin) is followed by acute pulmonary and cere- 
bral edema and convulsions. As evidence of the anaphylactic nature of the con- 
vulsions the author calls attention to the favorable results from measures directed 
toward raising antibody production and decreasing the amount of foreign protein 
discharged into the system. Convulsions follow failure of antibody production. 
Colonic irrigation, gastric lavage and morphine increase antibody formation. Fetal 
death, delivery and phlebotomy frequently control convulsions by checking the pro- 
duction and distribution of fetal toxins. Repeated convulsions, pre-existing lesions 
of the liver and kidneys, anesthesia, too early administration of food, cerebral stim- 
ulation by noise, light, ete., and failure to properly manage pulmonary edema are 
factors having an unfavorable influence on antibody formation. 

H. W. SHUTTER. 


Kark, S. E.: Eclampsia: Evolution as a Causative Factor. The British Medical 
Journal, June 10, 1922, p. 912. 


The author considers the changes which take place during pregnancy. He con- 
siders the enlargement of the pituitary body during pregnancy as indicative of in- 
crease in its secretory function, and discusses a possible relationship between hyper- 
pituitarism and eclampsia. He draws some analogy between acromegaly and 
eclampsia, and defines certain symptoms as being due to changes in the anterior 
lobe and others due to changes in the posterior lobe of the hypophysis. He thinks 
that eclampsia is essentially a physiologic process overdone and is due to an excess 
rather than a perversion of an essential product. F. L. ADAIR. 


Wuth: The Eclampsia Question. Deutsche medizinische Wochenschrift, 1922, 
xlviii, 1339. 


As a psychiatrist, Wuth interested himself in the ec'ampsia question and studied 
the blood of eclamptie patients in Déderlein’s clinic. He was especially interested 
in Zangemeister’s theory according to which eclampsia is caused by a retention 
of water in the tissues and incidentally in the blood. He did find that in some 
eases there was a marked deficiency of serum albumin, which, however, was not 
constant. The proportion of serum albumin, furthermore was not always in the 
same ratio as the number of red blood cells which might be expected if the blood 
were simply diluted. Since convulsions of any kind have a tendency to raise the 
quotient of serum albumin, Wuth feels that these findings do not contradict the 
theory of Zangemeister, even if they do not exactly prove it. 

He does not agree with Zangemeister when he thinks that the kidney function is 
not disturbed except that there is a retardation in the excretion of chloride. Like 
Caldwell and Lyle he found that retention of creatinin was the rule, while the 
percentage of urea was constantly increased. He considers this definite evidence of 
an impairment of the secretory function of the kidneys, but does not thereby imply 
that kidney impairment is the cause of eclampsia, a question which, he feels, is yet 
to be settled. R. E. Wosvs. 


‘ 

} 


526 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Hoenhorst: Eclampsia and the Weather. Zentralblatt fiir Gynakologie, 1924, 
xlviii, p. 113. 


The effect of the weather on incidence of eclampsia has often been suggested, 
usually without statistics in relation to meterological records—for example, the 
diminution of the excretion by the skin in moist weather, the damage to the kidneys 
from cold. Linzenmeier has suggested that autumn and spring days, cold and 
damp with northwest wind, and summer temperature with very moist atmosphere were 
associated with eclamptic attacks. Hoenhorst finds in Kiel a somewhat greater in- 
cidence in the spring months, with unsettled weather, but very little difference in 
the other three seasons. Tables are given with atmospheric pressure, temperature, 
relative saturation of the atmosphere, clouds, winds, rain, snow, ete., in relation to 
various clinical cases and show definite relation between the character of the weather 
on the one hand and the frequency of eclampsia on the other. Naturally, the weather 
is seen not as a causal factor in the toxemia, but solely as a factor in the onset of the 
convulsion. LITTLE. 


Ottenberg: The Etiology of Eclampsia. Journal American Medical Association, 
1923, lxxxi, 295. 


Ottenberg discusses McQuarrie’s contribution dealing with the incompatibility of 
mother’s and infant’s bloods as a causative factor in eclampsia. The author was 
working on the same problem in 1911, when he came across Dienst’s work which was 
along the same lines, and this caused him to abandon his publication at that time. 
Ottenberg still supports the Dienst theory, that eclampsia is a transiusion of incom- 
patible blood of the child into the mother’s circulation as a result of communication 
between the two. Although it has been abandoned by Dienst, Ottenberg offers sev- 
eral suggestions to further support the above theory, and several problems to be 
solved by experimental theory. W. KERWIN. 


Frey, F.: Eclampsia and Hydatid Mole. Schweizerische Medizinische Wochen- 
schrift, 1924, liv, 134. 


The author briefly reviews some of the common theories of causes of eclampsia 
and especially comments on the fact that the presentation of such a case as his def- 
initely demonstrates that the theory wherein the fetus is primarily the cause cannot 
be accepted. He reviews the literature of hydatid mole showing eclamptic symptoms. 
The patient was a primipara twenty-nine years old, apparently six months pregnant. 
From the fourth month onwards she was showing albumen in the urine together with 
severe heachaches and ocular disturbances. She had some bloody discharge just 
before entrance to the hospital and five convulsions. Despite a high temperature a 
transcervical cesarean was done and the mass removed. She was put on the modified 
Stroganoff treatment and speedily cleared up as far as symptoms were concerned. 
In commenting on the case the author suggests that perhaps the real cause of 
eclampsia is not the poison from waste products of the fetus or the inability of 
the placenta but perhaps is due to a disordered function and an inner secretion of 
the placenta itself. A. C. WILLIAMSON. 


Soli: Contribution to the Study of Changes in the Placenta in Eclampsia. An- 
nali di Ostetricia e Ginecologia, 1923, xlv, 327. 


Fifteen placentas from eclamptic patients were studied by the author, and the 
findings compared with those from the placentas of 10 normal cases, 5 cases with 
albuminuria but without convulsions, and 5 syphilitic cases. The eclamptic placentas 
showed no characteristic macroscopic alterations to distinguish them as a group from 
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the others. Histologically, on the other hand, the former invariably showed extreme 
congestion and dilatation of the villous capillaries, diffuse in some cases, focal in 
others. The placentas from albuminurie cases showed histologically edema of the 
villi and of the larger vessels, but this picture, though suggesting that of eclampsia, 
was of much less frequency and intensity. 

The writer considers that an alteration exists in the villous capillaries in eclampsia 
with diminished resistance of their walls; that this justifies the possibility of a 
direct escape of fetal blood into the maternal circulation; and that this supports 
the idea of the anaphylactic nature of the eclamptic seizure. 


TuHos. R. GOETHALS. 


Oppenheimer, W.: The Significance of Icterus in Eclampsia. Monatsschrift fiir 
Geburtshilfe und Gynidkologie, 1923, Ixiv, 289. 


A case of eclampsia is reported in which convulsions recurred three days after 
labor and in which just before the recurrence of the convulsions, jaundice appeared. 
Such conditions as catarrhal jaundice, cholelithiasis and other forms of obstruc- 
tion, as well as acute yellow atrophy of the liver, were not present to account for 
the jaundice. The patient had received chloroform and chloral hydrate which may 
have been responsible for the icterus. But at the Frankfort Clinic there had been 
seen five additional eclamptics who had icterus but who had not received chloro- 
form or chloral hydrate. Hence, the author feels the case he reported was one of 
the rare cases of symptomatic icterus associated with eclampsia and that the chloro- 
form and chloral may have been partly responsible. A hemolytic origin was ruled 
out by the presence of a hyperbilirubinemia of the undolayed type (Van d. Bergh 
test) and also by the presence of bilirubin in the urine. 

Up to the present time icterus associated with eclampsia was considered a very 
unfavorable sign. Among the 142 eclamptics which the author studied, 14 showed 
icterus (10 per cent). Of these, 9 had received chloroform and chloral hydrate and 
of the 14 cases only 2 died (14.3 per cent). Among the 9 very severe cases of 
jaundice there was a mortality of 22 per cent, but this was not much higher than 
the general mortality of all the eclamptics in the author’s series which was 19.7 
per cent. The author, therefore, concludes that icterus associated with eclampsia 
does not necessarily make the prognosis worse. J. P. GREENHILL. 


Hirsch, R.: Visual Disturbances in Eclampsia. Monatsschrift fiir Geburtshiilfe 
und Gynakologie, 1922, lix, 141. 


In eclampsia aside from retinitis albuminurica gravidarum, the ophthalmoscope 
aften reveals changes in the eyegrounds such as detachment or edema of the retina, 
choked dise and inflammation of the choroid. These conditions have a more favor- 
able prognosis in the pregnant woman than in the non-pregnant. In some cases 
of eclampsia, where there are serious visual disturbances, even total amaurosis, the 
eyegrounds appear normal. The amaurosis in these cases is due to a disturbance 
in the visual centers of the brain. Both sides of the brain are affected and there 
is present a bilateral homonymous hemianopsia. If the disturbance is less severe, 
there is an amblyopia and if only one center is involved there is present a uni- 
lateral homonymous hemianopsia. 

At the Munich clinic among 538 cases of eclampsia there were 15 patients with 
total amaurosis and 13 with high grade amblyopia. However had all these eclamptic 
patients been examined carefully, a greater incidence would have been found. The 
common history in these cases was as follows: Usually without cause but some- 
times after mild disturbances such as headache and nausea, complete blindness set 
in. In most of the patients the amaurosis preceded convulsions. These visual dis- 
turbances occurred during pregnancy as well as during labor and the puerperium. 
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The duration in the reported cases was from one hour to over three days. All but 
one case cleared up immediately after delivery or after the last convulsion, hence 
the prognosis as to vision in these patients is favorable. J. P. GREENHILL, 


Hinselmann, Nettekoven, and Silberbach: Capillary Circulation in Eclampsia. 


Archiv fiir Gyniikologie, 1923, exvi, 445. 


This is a minutely detailed report of observations and conclusions incident to 
the study of the digital capillary circulation in 18 eclamptics. In 16 cases, a 
graphic time-recording device was used. In every patient, the authors found 
periods of capillary stasis, in comparison with 80 per cent of previously observed 
healthy nonpregnant women who showed none, and 40 per cent of healthy pregnant 
women who showed none. RAMSAY SPILLMAN. 


Fitzgibbon: The Relationship of Eclampsia to the Other Toxemias of Pregnancy. 


Journal of Obstetrics and Gynaecology of the British Empire, 1922, xxix, 402. 


Hyperemesis, accidental hemorrhage, neuritis, the albuminuria of pregnancy and 
eclampsia are all classed as toxemias of pregnancy. The various names are applied 


to the dominant symptom but vomiting, paresis, hemorrhage and convulsions are 
all symptoms of one and the same disease. Albuminuria is the only universal 
symptom and this varies greatly in intensity. 

The age occurrence in eclampsia seems younger than in the other toxemias. 
Albuminuria of pregnancy and eclampsia are both more common in the primi- 
gravida. Toxemias tend to produce symptoms earlier in multiparae than in prima- 
gravidae. When a primigravida develops toxemia the tendency to convulsions stands 
in proportion to her youth. Accidental hemorrhage occurs usually in the multip- 
ara and may be associated with convulsions or other toxic symptoms. Headaches 
occur in 25 per cent of toxemia, hemorrhage and eclampsia. Edema and decreased 
urinary secretion are usually in direct proportion to the albuminuria. 

The pathological findings in toxemia, eclampsia and hemorrhage are identical. 
A subacute nephritis is common to all. The causes of toxemia may be summed up 
as an extra demand on the eliminative organs and the failure of these organs to 
keep pace with the demand. Pregnancy requires a certain reserve power in the 
eliminative organs. Patients with decreased eliminative powers develop toxemia 
early in pregnancy. Overeating, neglect, constipation and a rapid gain in weight 
are all common symptoms in toxemiec women. The maintenance of regular bowel 
action avoids toxic accumulation and delays excretory decompensation. 

The treatment of the toxemias of pregnancy as carried out at the Rotunda is 
based entirely on elimination and varies only with the immediate urgency of the 
symptoms. Starvation, purgation and diuresis are employed in a!l cases. Labor 
is induced only after the failure of medical treatment. Where vomiting is a 
pronounced symptom, nothing is given by mouth and fluids are supplied by sub- 
mammary infusion and enemata. Morphine helps in this type of cases. The rou- 
tine in eclampsia includes stomach lavage and catharsis, long continued colonic ir- 
rigations every five hours, and the ecliminative measures employed in all toxemias. 
All unconscious patients are kept continually on the side and the respiratory pas- 
sages must be kept free of mucous. Morphine though employed freely some time 
ago is no longer used routinely in all cases. Labor is not interfered with until the 
fetal head reaches the perineum. The methods advocated or their modifications are 
the only ones as yet capable of showing a mortality in eclampsia of less than ten 
per cent. H. W. SHUTTER. 
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Eden: Eclampsia. A Commentary on the Report presented to the British Con- 
gress of Obstetrics and Gynaecology, June 29, 1922. Journal of Obstetrics and 
Gynaecology of the British Empire, 1922, xxix, 386. 


There are about six hundred deaths from eclampsia in Great Britain and Ire- 
land each year. From an average mortality of 22.5 per cent Eden estimates the 
incidence of eclampsia to be about three thousand cases per annum. The highest 
maternal mortality reported was 25.1 per cent for 302 cases from the Midland 
Counties, the lowest was 10.19 per cent for 204 cases in Dublin. An average 
maternal mortality of 27.4 per cent in multiparae shows that the disease though 
less common is more virulent than in primigravidae. Eclampsia is from four to 
five times more common in twin pregnancies. Premonitory symptoms occurred in 
84.7 per cent of cases. Cases without premonitory symptoms are not more severe 
than the others. The percentage of eclampsia occurring before the thirty-sixth 
week varied from 22 per cent in Edinburg to 44 per cent in London. Among in- 
fants, prematurity probably accounts for more deaths than the toxemia itself. 
Narcotics administered to the mother, the methods employed in delivery and the 
deprivation of breast milk are additional factors responsible for the high fetal 
and infant death rates. 

A study of symptomatology in 706 cases showed the following phenomena to be 
signs of danger and their presence or absence is used as a basis of classification: 
(1) coma, (2) pulse rate over 120, (3) temperature above 103, (4) a number of 
fits greater than ten, (5) urine which becomes solid on boiling, (6) the presence 
of edema and (7) blood pressure above 200 mm. Any case showing two or more of 
the phenomena was considered severe, all others were classified as mild. The mor- 
tality in cases without coma was 5.7 per cent. In the presence of deep coma 54 
per cent of patients died. Thirteen per cent of cases with a pulse rate under 120 
but 38 per cent of those with a pulse rate above 120, died. When the tempera- 
ture rose above 103° the mortality was 75.6 per cent. Blood pressure above 200 
mm, is accompanied by a mortality several points over the average. In a series 
of 1051 cases, those recovering had an average of 6.7 fits, those dying averaged 
11.8 fits. A mortality of 13 per cent occurred in cases with only a trace of albumin 
as against 29.7 per cent when the urine boiled solid. Twenty-four per cent of pa- 
tients died when eclampsia developed before the 36th week, 19.3 per cent after. 

A study of the results from the different modes of treatment is interesting. 
The cases were classified as mild or seyere. Results show that natural delivery, as- 
sisted delivery or induced labor yield results twice as favorable as those following 
cesarean section. Accouchment foreé both in cases classified as mild and severe 
carried a mortality from two to five times higher than similar cases handled by the 
more conservative measures. Accouchment foreé no longer has a place in the 
treatment of eclampsia. Delivery brought about a cessation of convulsions in three 
out of every four cases. The maternal mortality was not necessarily higher when 
convulsions continued after labor. 

The author concludes that eclampsia is preventable and prophylaxis is the best 
treatment. All eclampsia should be treated in hospitals. A standard classification 
of cases according to symptomatology will make clinical records more valuable and 
facilitate treatment. All cases of eclampsia whether mild or severe are best treated 
with a minimum of obstetric interference. Simple conservative medical treatment 
carefully regulated and closely watched gives the best results. The lines laid down 
by Stroganoff and Tweedy are the best available to date. H. W. SHUTTER. 


Harris, John W.: The Aftereffects of the Late Toxemias of Pregnancy. Bulletin 
of the Johns Hopkins Hospital, 1924, xxxv, 103. 


From his study of the subject, the author draws the following conclusions: 1. 
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While no reeurrences of eclampsia occurred in our series, the fact that three of the 
twenty-seven eclamptic patients who were seen one year later showed evidences of 
chronic nephritis indicates that the danger of permanent renal damage following 
eclampsia is not to be disregarded. 2. The danger of chronic nephritis following 
pre-eclamptic toxemia is unexpectedly great, as shown by the fact that 60 per cent 
of our patients whose pregnancies were complicated by pre-eclamptic toxemia showed 
evidences of chronic renal disease when examined one year later. 3. We are un- 
able to differentiate between the cases of pre-eclamptiec toxemia which will be fol- 
Jowed by chronic nephritis and those which will not result in permanent renal in- 
jury. It is possible that the duration of the symptoms of the toxemia before de- 
livery may be an important factor. 4. If, in supposed cases of pre-eclamptic 
toxemia, the evidences of the toxemia persist for three weeks or more after delivery, 
the presumption is that the underlying disease is renal in origin. 
The author plans to continue this investigation, supplementing it with more elab- 
orate metabolic tests, especially with chemical studies of the blood and urine. 
C. O. MALAND. 


Stroganoff: My Improved Method of the Prophylactic Treatment of Eclampsia. 
The Journal of Obstetrics and Gynaecology of the British Empire, 1923, xxx, 1. 


Eclampsia is the result of a reciprocal action between a toxin circulating in 
the mother’s blood and the resulting irritability of the central nervous system. 
Associated with the convulsion are a temporary asphyxia and cardiac dilatation, 
an increase in the nervous irritablity and a depression of kidney secretion. The 
general muscular contraction during each convulsion increases the amount of toxin 
thrown into the system, weakens the organism and hastens the fatal outcome. To 
successfully treat eclampsia, one must control convulsions, lessen the concentration 
of toxin in the system and reduce the irritability of the central nervous system. 
This is done best by the conservative method of treatment. The author’s method 
is carried out as follows: On admission the patient, if conscious, is chloroformed 
while a careful internal examination is made. Catheterization is performed and 
an enema given if necessary. Morphine hydrochloride (0.015 gm.) is given. One 
hour after the first injection of morphine 1.5-2.5 gm. of chloralhydrate are adminis- 
tered per rectum in 200-230 c.c. of saline solution. This is repeated in six, twelve 
and twenty-one hours after the first injection. No manipulations such as injections, 
internal examinations or the administration of enemata are carried out until the pa- 
tient has received a small amount of chloroform to reduce the nervous irritability. 
Should delivery occur, chloroform is administered during the passage of the head 
over the perineum. Drug dosage is at all times controlled by the patient’s con- 
dition. When conscious she is urged to drink milk. Delivery is not hastened ex- 
cept when it can be effected by the simplest operative measures. Digitalis, camphor, 
ete., are given on the first signs of cardiac weakness (pulse of over 110, ete.). Vene- 
section (small amounts, 400 c¢.c. or less) is practiced when fits continue or blood 
pressure remains high in spite of treatment. The respiratory passages are kept 
clear at all times and kidney and skin elimination are encouraged by gentle local 
heat. Fluids are administered by mouth or rectum only. Should prodromata of 
convulsions return, chloroform or chloralhydrate is administered. Convulsions do 
the patient far more harm than continued drug administration. Insufficient drug 
administration at the onset of treatment is the most common cause of failure with 
this method of treatment. 

In the treatment of pre-eclamptic toxemia the author advecates rest in bed, a 
reduced diet, (milk) and narcotics in small doses. If the condition does not im- 
prove, if casts appear in the urine, or there is an increase in the amount of albumin, 
labor is induced by the simplest method possible. 
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Stroganoff’s method (or its modifications) has been applied to 2208 cases of 
eclampsia in 39 European clinies with a maternal mortality of 9.8 per cent. In one 
hospital 78 cases were personally treated by Stroganoff without a fatality. The 
method yields an average infant mortality of 18.5 per cent. The author feels that 
greater familiarity with the method and attention to the details of its execution 
will materially improve the remarkable results already obtained. H. W. SHUTTER. 


Costa, N. P.: One Hundred Cases of Eclampsia Treated by the Method of Strog- 
anoff. Semana Medica, 1922, xxix, 1023. 


One hundred cases of eclampsia with one to 42 convulsions are summarized by 
the writer, seventy-four were treated by the Stroganoff method, while in 26 vene- 
section also was resorted to. The cases were all isolated in a blue room, in order to 
procure the quieting effect of blue light upon the nervous system. All operative 
interventions took place in these surroundings, and the patient was not removed 
until well along in convalescence. Twenty operations were performed, all by the 
pelvic route, and all, save for two vaginal cesareans in cases with repeated convul- 
sions, after complete or practically complete dilatation and in the expulsive stage, 
twenty cases died, a mortality of 20 per cent. 

Seventy-eight cases delivered of 82 fetuses, (4 twins), resulted in 34 stillbirths, 
a gross fetal mortality of 39 per cent; of these, however, 14 were dead on admis- 
sion, and 12 were non-viable, a corrected mortality of 10 per cent. 


Despite the admittedly high mortality of the series, due to the seriousness of 
the cases admitted to the clinic, (the majority in coma), the author believes that 
the Stroganoff treatment is superior to most of the medical treatments of eclampsia, 
and that it will in many cases permit the patient to be carried along, if not to term, 
at least to the period of viability of the child. In general it is a valuable method 
for the practising physician anywhere, and is an effective means of combating the 
most dangerous symptom, the eclamptic seizure. THos. R. GOETHALS. 


Zweifel, Erwin: On Eclampsia. Muenchener Medizinische Wochenschrift, 1923, 
Ixx, 977. 


Experiments by the writer on pregnant and nonpregnant rabbits and guinea 
pigs with injections of serum of their own fetuses showed entirely negative results. 
They contradict the results of Lockemann, Thies and Graefenberg who had reported 
anaphylactic reactions from such experiments. Zweifel ascribes the difference of 
results to the use of comparatively too large quantities of serum injected by other 
investigators. Discussing the methods of prophylaxis and therapy of the clinie at 
Munich he advocates conservation. Edemas of pregnancy in the pre- eclamptic stage 
are treated by means of forced perspiration, decrease of fluid-intake, a salt-free 
diet and diuretics. Cases with involved kidneys are treated as nephritics. Con- 
vulsions are handled with venesection and narcotics (morphine and chloralhydrate 
or luminalnatrium and magnes. glycerino-phosph.). Operative measures were only 
used when conservative methods had proved inefficient. Statistics of the Munich 
clinic show from Jan. 1, 1913, to Dec. 31, 1921, among 29,733 deliveries 190 
eclampsias (145 primiparae and 45 multiparae), of these 23 died (17.39 per cent), 
7 of them of aspiration-pneumonia. Cases delivered spontaneously or with low 
forceps showed a mortality only of 7 per cent (eclampsia of pregnancy 10 per cent, 
eclampsia of labor 6 per cent, eclampsia of puerperium 5 per cent). For this reason 
the writer advocates conservative treatment, reserving operation solely for the cases 
in which convulsions continue in spite of treatment. GROVER LIESE. 
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Solomons, Bethel: The Treatment of Eclampsia by the Dublin Method. The 
Clinical Journal (London), 1922, li, 601. 


The treatment insisted upon consists of starvation, nothing but water being al- 
lowed on the ground that the fetal toxin takes something from the blood intended 
for use in the digestion of food. Stomach lavage is continued until the return is 
elear and then two ounces of concentrated magnesium sulphate are left in the 
stomach. Bowel lavage is employed until the return is clear, soda bicarbonate is 
the agent employed. Morphia may or may not be used. Sodium bicarbonate, one 
drachm to the pint should be injected routinely in all cases. The patient should 
be carefully watched because many of them drown in their own mucus due to negli- 
gence on the part of the attendant. The uncertainty of prognosis is demonstrated 
by the fact that one woman had a hundred convulsions and recovered while another 
had only one convulsion and died. January, February and March together with 
September seem to be the usual months of occurrence. In 204 eases of eclampsia 
the death rate was 10.29 and this rate, compared with the death rate under other 
treatment, is sufficient argument for the so-called Dublin Method. 

A. C. WILLIAMSON. 


Engelmann, F.: Further Contributions on the Question of Eclampsia. Monats- 
sechrift fiir Geburtshilfe und Gynikologie, 1923, Ixii, 187. 


The author reports his last 59 cases of eclampsia. There was a maternal mor- 
tality of 10 per cent and approximately 90 per cent of all the children were born 
alive. The best treatment is careful, active prophylaxis and after convulsions have 
occurred, the treatment must be individual. Venesection is of the greatest impor- 
tance and its efficacy is doubled or trebled when combined with infusion. Vene- 
section not only reduces the blood pressure and relieves the heart, but also diminishes 
the viscosity of the blood and reduces the body temperature. 

Labor should be hastened preferably by rupture of the membrancs. In only 
10 per cent of the cases was it necessary to resort to operative procedures so that 
90 per cent of both mothers and children were saved without operative interference. 
Prodromal symptoms were present in all but 2 out of 223 cases of eclampsia which 
have come under the author’s observation. Hence it is practically always possible 
to take prophylactic measures. 

The author claims that the rest-nitrogen is not increased, the blood coagulates 
quicker than that of normally pregnant women or women in labor, the blood plate- 
lets are markedly reduced in number, and the blood possesses a higher viscosity than 
normally. Venesection reduces the viscosity 17 per cent, and infusion of sodium 
chloride reduces it 25 per cent. The combination of venesection and infusion re- 
duces the viscosity 33 per cent. 

The important factors in the therapy are hastening of labor through rupture of 
the membranes, delivery without force as soon as possible, venesection of 500-600 
c.c., infusion of sodium chloride, administration of chloral, luminal and pantopon. 
To reduce the maternal mortality, treatment must be begun before the convulsions 
occur or immediately after the first one. J. P. GREENHILL. 


Stevens: The Treatment of Eclampsia by Veratrum Viride. Journal of Obstetrics 
and Gynaecology of the British Empire, 1922, xxix, 426. 


The author does not use veratrone in a purely expectant manner. The treat- 
ment advocated is the injection of one cubie centimeter of veratrum viride at the 
first opportunity. This is accompanied by the rupture of the bag of waters and 
the introduction of a dilating bag for cases not in labor. The drug produces a 
rapid fall both in blood pressure and pulse rate. Radical operative interference is 
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avoided as far as possible. Narcotics, venesection and saline infusion are not em- 
ployed. Bowel lavage and purgation are useful but one is not justified in using 
the stomach tube to give the latter. 

The drug is dangerous except in ectual eclampsia with convulsions and high 
blood pressure. The dose may be reduced for small women. Forty-four per cent 
of twenty-five cases had ne convulsions after the injection and 66 per cent had no 
fits after veratrone and delivery. Four cases died, a mortality of 16 per cent. 
One ease died four days after convulsions had been controlled by veratrone. All 
five postpartum eclamptics recovered but there was little response to the drug in 
these cases. The advantage of conservatism is apparent as the four deaths in the 
series occurred where accouchement foreé and cesarean section supplemented the ure 
of veratrone. H. W. SHUTTER. 


Bourne: A Case of Eclampsia Illustrating the Use of Veratrone. Journal of 
Obstetrics and Gynaecology of the British Empire, 1922, xxix, 432. 


amy, 


The dosage of the drug must be controlled by blood pressure and pulse rate ob- 
servations. Veratrone is not employed where the blood pressure is below 140 mm. 
or where the pulse rate is below ninety-six. Bourne advocates a graduated dose of 
one ¢.c. in cases with a blood pressure above 190 mm, and descending to 0.25 e.c. 
where the pressure is between 140 and 155 mm. After a large dose there may be 
a fall in blood pressure as great as 100 mm. The action of the drug is tempo- 
rary and there is an effort made by graduated doses to keep the blood pressure 
around normal. Careful observation with frequent blood pressure and pulse rate 
determinations are necessary if the use of veratrone is to be successful. 


H. W. SHUTTER. 


Hingston and Mudaliar: Gleanings from the Records of the Government Mater- 
nity Hospital, Madras. India Medical Gazette, 1923, lviii, 379. 


The writers give an analysis of 459 cases of eclampsia covering a period of four- 
teen years. During this period 33,390 cases were admitted, an incidence of 1.38 
per cent. Seventy-two per cent were primiparae and 70 per cent occurred below 
the age of 20, due to the early incidence of pregnancy in Indian women. Seventy 
per cent occurred in women at or near full term and no case before the sixth month. 
Albumin was absent throughout in 13.29 per cent; average number of fits was 6.3 
per cent. Marked mental derangement was noted in 5.67 per cent. Mortality was 
17.64 per cent, and this is greatest intrapartum. The morality was 12.67 per cent 
in those allowed to have natural delivery and 20 per cent in the aided cases. So 
far as labor is concerned no attempt at accouchement forcé is permitted and all 
that the obstetrician is allowed to do is to terminate the second stage of labor as 
soon as possible if all conditions for artificial delivery are favorable. Fifty-four 
per eent of live births were obtained. i 

High blood pressure generally leads to a succession of fits and is the most fruit- 
ful cause of complications, particularly hyperpyrexia, edema of the lungs and bron- 
echopneumonia. The essence of treatment, therefore, consists in reducing the blood 
pressure to 110 mm. or below and keeping it reduced. This is done with hypodermic 
injections of veratron (P. D. & Co.) since 1922. Prior to this venesection was em- 
ployed removing 12 to 24 ounces of blood. Morphine is used for the fits, repeated 
as often as needed. Magnesium sulphate is given by mouth if possible and bowel 
wash is used. .In eases of severe collapse, saline and glucose are administered per 
rectum every two hours. F. J. SouBA. 
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